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Abstract
Background:
Delegation is an essential skill that allows the Registered Nurse (RN) to allocate aspects of
patient care to other team members including the unregulated Assistant in Nursing (AIN).
Concerns have been raised about the activities delegated to AINs in the acute care
environment.

Aim:
The aim of this research was to explore the practice of delegation between the RN and the
AIN in the acute care environment. This delegation practice was examined through the lens
of both the RN and the AIN.

Methodology:
This study used a mixed method explanatory sequential design. The participants were RNs
and AINs working in an acute public hospital in Western Australia. The surveys completed
by the RNs (n = 100) included their attitude to delegation, the risk management process
undertaken prior to delegation and the tasks that they delegated to the AIN. The surveys
completed by the AINs (n = 79) included their experience with RNs during delegation and
the activities they complete while working in the clinical environment. The survey data were
analysed using descriptive statistics. The findings from these data informed the questions for
the semi structured interviews which formed the second phase of this research. Interviews
with RNs (n = 12) and AINs (n = 11) were conducted, transcribed verbatim and analysed
using Braun and Clarke’s thematic analysis. Results from both phases were triangulated to
provide a richer understanding of the phenomena.

Results:
Five factors were identified that influence the RN’s decision-making surrounding delegation:
1) personality characteristics of the RN; 2) the multifaceted act of delegation, 3)
understanding of the AIN scope of practice; 4) clinical decision-making, and 5)
undergraduate nursing students working as AINs.
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Two factors were identified that influence an AIN’s decision to accept a delegation; wanting
to be thought of as a valuable team member and, the quality of the handover.

Conclusion:
Shortages in skilled nursing staff, financial constraints, and increasing patient acuity within
healthcare have resulted in the increased use of the AIN. Nursing staff need to work
effectively with these staff to ensure safe, efficient care delivery. Therefore, it is essential
that RNs have the skills, knowledge and experience to delegate effectively to the unregulated
workforce.
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1 Introduction
A variety of factors such as expanding scopes of registered nurse (RN) practice,
nursing shortages, and increasing patient acuity coupled with decreased length of stay, have
changed the way in which nurses perform their role and importantly, what comprises the
nursing ‘team’ (Buchan et al., 2015; Duffield et al., 2014; Standing & Anthony, 2008). In the
acute care setting in Australia, nursing teams have traditionally consisted of licensed nurses
both RNs and enrolled nurses (ENs). However, in Australia and internationally, there has
been an increased use of a third level of care provider, the unregulated health care worker
(UHCW), in the acute care setting to decrease health care costs and support the registered
nursing workforce. The literature exploring the impact of including the UHCW in a nursing
model of care cites both positive and negative outcomes. From a positive aspect it frees up
time for the RN to complete higher order tasks (Huang et al., 2011; McGuire et al., 2007) as
well as being the ‘eyes and ears’ for the RN (Butler-Williams et al., 2010). Conversely,
negative patient outcomes include increased mortality and morbidity, and decreased patient
satisfaction (Duffield et al., 2018; Roche et al., 2016; White, et al, 2019). Poor patient
outcomes have been shown to impact cost, reputations and ultimately lives (Berwick et al.,
2015). Inclusion of the UHCW into the acute care nursing workforce changes the way RNs
function on a day-to-day basis and in particular, how they delegate the work to be undertaken
to ensure safe patient care. Delegation practices from the RN to the UHCW may play a
significant role in the manner in which nursing care is provided which can result in both
positive and negative patient outcomes. The focus of this thesis is therefore the delegation
practice between the RN and the UHCW in the acute care environment. This chapter will
introduce the role of the RN and their role in delegating to the UHCW in the acute care
environment. A brief overview of how the RN role has been influenced by the inclusion of
the UHCW in the acute nursing team will be presented. Finally, the aims and structure of the
thesis will be outlined.

1.1 The role of the Registered Nurse
The role of the nurse has evolved rapidly over the past 50 years to keep up with the
advances in medicine that have occurred (Daly & Jackson, 2020). During this same period
1

the education of nurses has moved from an apprenticeship model of learning in a hospital to
university / degree-based qualifications (Australian Government Department of Health, 2013;
Mackey & Bassendowski, 2017). In today’s society the nursing profession is widely
acknowledged for the highly technical role that nurses undertake (Daly & Jackson, 2020).
The current RN role includes more specialised care and includes some of the traditional
activities of a medical doctor (Karimi‐Shahanjarini et al., 2019; Rashid, 2010). This
expansion in the RN scope of practice (SOP) has led to some arguing that it has resulted in
the ‘basics’ of nursing care being completed by a lesser skilled workforce - the UHCW
(Dingwall et al., 1988; Schwartz, 2019). The RN is responsible for delegating to and
supervision of the UHCW in completion of these nursing activities.
The Nursing and Midwifery Board of Australia (2020) defines the RN as ‘a person
who has completed the prescribed education preparation, demonstrates competence to
practise and is registered under the Health Practitioner Regulation National Law as a
registered nurse in Australia’ (p. 6). To ensure patients receive appropriate care the RN is
required to manage and lead the care team. Wong et al. (2013) suggest that leadership in
nursing is an intricate process requiring the nurse to support, motivate, coordinate, and ensure
appropriate resources are available to enable team members to achieve mutual goals.
As mentioned above, in Australia historically, the nursing team in the acute care
environment included RNs and ENs with a recent inclusion of the UHCW to support care
delivery. An EN is a person who provides nursing care under the direct or indirect supervision of a
registered nurse. They have completed the prescribed education preparation and
demonstrate competence to practise under the Health Practitioner Regulation
National Law as an enrolled nurse in Australia. Enrolled nurses are accountable
for their own practice and remain responsible to a RN for the delegated care
(Nurses and Midwifery Board of Australia, 2020, p. 6).
In Australia, both the RN and EN roles are regulated. This regulation results in staff
being able to easily comprehend one another’s role, the job they undertake and the tasks they
perform. In contrast, the role of the UHCW has been recently added to support care delivery
and the role is not regulated or clearly defined which can result in confusion (Crevacore et al.,
2019).
The UHCW is an all-encompassing term to describe workers whose main roles are to
assist people in performing the tasks of daily living but who are not regulated by any official
body (Schwartz, 2019). The UHCW is engaged across a myriad of health care settings
2

assisting many professions (Australian College of Nursing, 2020) including working as
physiotherapy assistants, social work assistants, occupational therapy assistants, home care
aides, nursing support workers, and assistants in nursing (AINs). Despite the use of this role
throughout the health care team the focus of the research here is to explore delegation
practices related to the nursing care workforce.

1.2 The Unregulated Workforce
There is a plethora of definitions, descriptions and titles used for the unregulated
workforce that supports RNs in providing care (Australian College of Nursing, 2019;
Australian Nursing Federation, 2009; Nancarrow & Mackey, 2005). The International
Standard Classification of Occupations (ISCO) groups these workers under the ISCO code
08-5321 (International Labour Office, 2012). This code also includes hospital orderlies,
nursing aides in clinics or hospitals, medical imaging assistants and midwifery attendants.
Johnson et al. (2002) identified that more than 300 titles have been used to describe UHCWs
in nursing which causes confusion. Some of these titles include unlicensed assistive
personnel (United States of America [USA]), health care assistants Australia and the United
Kingdom (UK), unlicensed care providers (Canada) and patient care attendants (Australia)
(Canadian Nurses Association, 2005). These titles and descriptors change depending upon
the country, health care setting and individual workplace (Health Department of Victoria,
2011; Kumar et al., 2008), and do not identify the degree of skill and knowledge these
assistant roles may have (Kumar et al., 2008). Recent research in the UK into the variation in
job titles within the nursing workforce for the unregulated role identified the use of Assistant
Nurse Practitioner, Advanced Associate Nurse and Advanced Nurse Practitioner for a role
that does not have ‘a recordable qualification leading to registration with the Nursing &
Midwifery Council’ (Leary et al., 2017). The use of titles such as Advanced Nurse
Practitioner by workers who do not hold relevant qualifications or credentials is concerning
(Borthwick & Ball, 2018; Leary et al., 2017) as the title implies someone with advanced
skills and knowledge. This may cause confusion for the patients with whom they engage.
The fact that there is no globally accepted classification system for this group of
workers (Australian Nursing Federation, 2009; Cavendish, 2013; Francis, 2013) highlights
the challenges faced when researching the issues relating to this workforce. Despite the
variety of titles used to describe this workforce, for the purposes of this study the title
3

Assistant in Nursing (AIN) will be used. When referring to the plural form Assistants in
Nursing, the abbreviation AINs will be used. While there is no uniformity amongst titles
when referring to the AIN, of greater concern is that there are no standard educational
requirements for this role. Most training programs for the AIN require both a theoretical and
clinical practicum component. However, there are significant differences across the world
and training can even differ within a country. To highlight these differences the educational
requirements of, the USA, UK, Canada and Australia will be discussed.
The education and training of AINs in the USA is highly varied and the educational
requirements depend upon the clinical environment and in the state in which the AINs are
practising (Canadian Nurses Association, 2005). AINs can earn the title of a Certified
Nursing Assistant (CNA) if they choose to undertake a state approved education program
which in the majority of cases, includes both theoretical knowledge and practical experience
as well as a competency examination (Certified Nursing Assistant License, 2021). However,
not all clinical environments require AINs to have the CNA qualification. For example, acute
care hospitals require high school graduation and 6 -12 months employment as a personal
care aide or home aide (U.S. Bureau of Labor Statistics, 2021a; 2021b). In many states
including Michigan, Nebraska and New York State, AINs can be employed without the
required experience however, they must complete a mandatory 75 hours of training and pass
a competency test within four months of commencing employment (Certified Nursing
Assistant License, 2021). In contrast, in some states, there is mandatory training for AINs
who work in the psychiatric environment (U.S. Bureau of Labor Statistics, 2021c).
The UK has two levels of AIN, the Health Care Assistant and the recently introduced
Assistant Practitioner (also known as a Nursing Associate). According to the Royal College
of Nursing UK website (2021) there is no specific qualification required to work as a health
care assistant just a ‘passion’ to want to help people. The Assistant Practitioner completes an
accredited training program which is delivered by a vocational training provider involving
both a theoretical component and supervised practice (Royal College of Nursing UK, 2021).
This role however is registered with and regulated by the Nursing and Midwifery Council
(Health Education England NHS, 2021). Despite reports from both Francis (2013) and
Cavendish (2013) recommending that all AINs have formal qualifications at the national
vocation qualification level in the UK, there is still no consistent training requirement for the
AIN.
In contrast, in Canada AINs are able to complete formal training to meet the National
Vocational Qualifications (NVQ) as set by the Department for Education and Skills
4

(Canadian Nurses Association, 2005). Canadian provinces and territories are working
towards more standardised programs in order to meet employer expectations (Association of
Canadian Community Colleges, 2012). Some jurisdictions have provincial curricula in place
but there are substantial differences in program lengths varying from Alberta which has 285
classroom hours and 200 clinical hours compared to Nova Scotia which has 510 classroom
hours and 330 clinical hours (Association of Canadian Community Colleges, 2012).
In Australia, the Community Services and Health Industry Training Advisory Board is
responsible for the development of the national training package that describes the skills and
knowledge that the acute care and aged care AINs require to be competent to undertake work
(Australian Skills Quality Authority, 2021; Heath, 2002). Whilst the Australian government
dictates that all AINs working within the aged care environment are required to have a
minimum ‘Certificate III - Assistant in Nursing’ there is no such requirement for AINs
working in the acute care setting (Aberdeen, 2004). AINs working in the Australian acute
care environment may complete a nationally recognised qualification titled ‘Certificate III in
Health Services Assistant- Assistant in Nursing – Acute Care’ but this qualification has only
recently been mandated in government hospitals in Western Australia (WA) (Nursing and
Midwifery Office, 2017). Apart from WA government hospitals, it is up to individual health
services to determine the level of education required and role of AINs within their clinical
environment (Community Services and Health Industry Skills Council, 2013).
It is clear that there are vast differences in the educational requirements for AINs
working in the acute care environment across different countries which makes comparisons
difficult. In part this relates to the fact that AINs do not have a license to practice nor are they
regulated by any professional/government agencies with the exception of the Assistant
Practitioner in the UK (Royal College of Nursing UK, 2021). As a consequence, these
workers do not have a regulated SOP, protected title, compulsory education requirements or
professional practice standards and there is no professional conduct review process (College
of Nurses of Ontario, 2014; National Council of State Boards of Nursing, 2016; Nursing and
Midwifery Board Australia, 2021.; Schwartz, 2019). Although employers may have a list of
activities that AINs are permitted to perform there are no national practice standards. This
may result in nurses making ‘uniformed judgements about which tasks may be safely
delegated to them’ (Schwartz, 2019, p. 8). In 2015 the Australian state and federal
governments introduced a code of conduct for this group of workers which forms part of
what is known as a ‘negative licensing’ regime. The negative licensing regime states that
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disciplinary action may be taken against a worker who acts in a manner that may harm a
patient (COAG Health Council, 2015a).

1.3 Delegation
An important aspect of the RN role is to supervise the completion of activities relating
to patient care when delegated to other staff including other RNs, ENs and AINs (American
Nurses Association, 2015; Nursing and Midwifery Council, UK 2018; Norrish & Rundall,
2001; Nurses and Midwifery Board of Australia, 2020). In Australia, delegation is the
responsibility of the RN (Nurses and Midwifery Board of Australia, 2016, 2020). For this
research the Nursing and Midwifery Board of Australia’s (NMBAs) definition of delegation
was used. The NMBA states:
A delegation relationship exists when one member of the multidisciplinary health
care team delegates aspects of consumer care, which they are competent to
perform and which they would normally perform themselves, to another member
of the health care team from a different discipline, or to a less experienced
member of the same discipline. Delegations are made to meet consumers’ needs
and to ensure access to health care services — that is, the right person is available
at the right time to provide the right service to a consumer. The delegator retains
accountability for the decision to delegate and for monitoring outcomes. (Nursing
and Midwifery Board of Australia, 2020, p. 17).
The NMBA further states that delegation may be either the:
• transfer of authority to a competent person to perform a specific activity in a
specific context, or,
• conferring of authority to perform a specific activity in a specific context on a
competent person who does not have autonomous authority to perform the
activity.
Delegation is a two-way, multi-level activity, requiring a rational decisionmaking and risk assessment process, and the end point of delegation may come
only after teaching and competence assessment. Delegation is different from
allocation or assignment which involves asking another person to care for one or
more consumers on the assumption that the required activities of consumer care
are normally within that person’s responsibility and scope of practice. Many of
the same factors regarding competence assessment and supervision that are
relevant to delegation also need to be considered in relation to
allocation/assignment (Nursing and Midwifery Board of Australia, 2020, p. 17).
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The above definition clearly identifies the RN’s need for sound clinical judgement,
strong critical thinking skills and excellent interpersonal skills when delegating to members
of the health care team. Delegation decision making in health care becomes more significant
as the demand and cost for health care services increase while at the same there is increased
use of the AIN. Historically in Australia, the model of nursing care predominantly comprised
licensed nurses, mainly RNs and to a lesser extent ENs. It is more likely then, that RNs and
ENs understood one another’s SOP and RNs were cognisant of the activities that they were
able to delegate to other RNs and to ENs. However, with the increasing use of the AIN in the
clinical setting much of the nursing care that was traditionally completed by the registered
nursing workforce (RN and ENs) is now being delegated to and completed by the AIN. The
use of the AIN to provide patient care directly increases the responsibility of the RN. In
addition to completing their own work the RN needs to supervise the care being provided by
the AIN. Patient information collected by the AIN needs to be interpreted and analysed by
the RN and clinical decisions made based on their professional knowledge. RNs need to
ensure that they are making health care delivery decisions in a manner that provides patients
with safe, efficient and effective health care that also maximises available resources (Artinian
et al., 2011).
When RNs work in an environment that includes increased numbers of AINs,
delegation decisions become more common but also, more important. In Australia where this
research occurred RNs’ delegation practice is guided by local and national polices and
frameworks. The NMBA has created two documents which supports sound delegation
practice between the RN and the AIN. The first document is the RN standards for practice
(NMBA, 2016). It is suggested that these standards are ‘evident in RN practice regardless of
the setting and inform the SOP and aspirations of RNs’ (NMBA, 2016. p2). Standard two
outlines the importance of RNs using delegation to improve patient outcomes (NMBA,
2016). The second document is the NMBA decision-making framework for nursing and
midwifery (NMBA, 2020). This decision-making framework supports RNs to make decisions
in practice pertaining to delegation practice. The document aims to ensure decision making
that is consistent, safe, person centred and based in evidence (NMBA, 2020).
In addition to these two documents a local policy document titled Operational
Directive, Assistant in Nursing (AIN) duties and competencies (2013), was also used to guide
delegation decision making in the hospital where this research occurred. This directive
outlined a list of activities the RN is allowed to delegate to the AIN in tertiary hospital
settings in Western Australia.
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Notwithstanding, many nurses feel that these frameworks are confusing (Australian
Nursing and Midwifery Federation, 2018a) and they do not feel comfortable in delegating to
the AIN (Artinian et al., 2011) which may impact on the work of the nursing team and
ultimately, patient care.
As outlined, the role of the nurse and the way nursing care is provided in the acute
care setting is rapidly changing. As the number of AINs working in the acute care area
increases RNs must have sound skills and knowledge to delegate to the AIN. There is a small
amount of dated literature regarding delegation practices between the RN and the AIN
however this is mainly in residential aged care and community nursing. The focus of this
limited literature is the RN and little is known regarding the AINs experience of working
with the RN in the acute care environment. The significance of this current study is that it
explores the experience of the RN and AIN working together in the acute care environment to
provide patient care. The lessons learnt from this research are important as nursing workforce
and skill mix decisions should be grounded in evidence based practice.
The aim of this research is to explore delegation practices between the RN and the AIN in the
acute care environment. The objectives of this research were to:
1. Explore the factors that impact the RNs decision to delegate to the AIN in the acute
care setting.
2. Develop and understanding of the activities that RNs delegate to AINs and the activities
that the AINs state they complete in the acute care setting.
3. Identify the factors that the AIN considers when accepting or refusing a delegation from
the RN in the acute care environment.
4. Discover the strategies that support an AIN in the acute care environment to complete
a delegated activity.
5. Establish the relationship between the RNs attitude to delegation and their delegation
practice.

The following research questions guided data collection:
1. What nursing activities and tasks are delegated to AINs by RNs.
2. What factors do RNs consider when delegating activities to AINs.
3. Describe the process RNs undertake when delegating activities to AINs.
4. What factors do AINs consider when accepting or refusing a delegation from
RNs.
5. What strategies support AINs when undertaking a delegated activity.
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6. What, if any, relationship exists between the RNs’ attitudes to delegation and
their delegation practices.
A micro level of analysis will be applied to this research as the individual RNs and AINs and
individual level interactions are being explored (Serpa & Ferreira, 2019) .

1.4 Thesis Structure
The organisation of this thesis is as follows:
Chapter One has introduced and identified the members of the nursing team in
Australia and examined the different contexts and labels offered around the world to similar
roles in the health care setting. The AIN was introduced and the vast differences that exist
within their education requirements was highlighted. The concept of delegation between the
RN and the AIN was identified and briefly explained. The research objectives of this thesis
were stated, with the aim to understand the relationship between RNs and AINs in the
delegation of tasks in health care settings. Chapter One has thus set the scene for the thesis to
follow.
Chapter Two will explore the role of the AIN in delivering healthcare from both an
historical and present day perspective. Issues with the AINs’ SOP is described, along with
the impact this group of workers has on patient outcomes. An explanation as to why there is
an increased use of the AIN in the acute care environment is offered.
Chapter Three explores the components of effective delegation including risk
management requirements. The factors that have been identified in the literature which
impact on a RN’s decision to delegate will be reported including: understanding the roles of
the healthcare team members; education on delegation; length of service and delegation
abilities; and self-confidence to delegate. An exploration of the types of activities that can be
delegated is presented, and then a discussion on the accountability and responsibly relating to
delegation is provided.
Chapter Four presents a detailed overview of the study. It includes an account of the
overall mixed methods design used, and the research questions to be addressed. The research
methods used to collect data for the pilot test and the main study are provided. The design,
method of data collection and analyses are described including methods to address reliability
and face validity. Finally, the ethical considerations are presented.
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Chapter Five provides an overview of the quantitative results in two sections. The
first section provides the results from the RN participants. The demographic data is presented
followed by an analysis of the responses provided by the RNs to the questions posed in their
questionnaire. Similarly, the second section presents the demographic data of the AIN
participants followed by an analysis of the responses to the two question posed in their
questionnaire.
Chapter Six provides an overview of the qualitative results in two sections. The first
section provides the results from the RN interviews starting with the demographic
characteristics of the RNs interviewed. This is followed by a description of the RNs’
experience of working with AINs in the acute care environment and the results of the
thematic analysis of the interview data. The second section provides the results from the AIN
interviews. The demographic characteristics of the AINs interviewed are explored followed
by the experience of the AINs working with RNs in the acute care environment. Results
from the thematic analysis are then presented.
Chapter Seven provides a discussion of the results of both phases of this mixed
methods research and how these addressed the research questions. Factors impacting the
RNs’ decision to delegate are discussed. The discussion emphasises how this research builds
on existing knowledge surrounding the decisions that influence the RNs’ decision to delegate.
The chapter also explores the experience of the AIN in the delegation process and highlights
factors that influence their decision-making process surrounding delegation. The
mechanisms that are in place to support an AIN to complete delegated tasks are also
examined.
Chapter Eight draws on the findings of this research to conceptualise the issues
associated with delegation practices for both the RN and the AIN working in the acute care
environment and more widely – within the profession and the organisations in which clinical
nurses work. The implications of this study’s findings for health policy and nursing practice
are discussed. Recommendations to improve practice are made. Limitations of this research
are identified as are areas for future research.
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2 Background and Context
As the use of AINs in clinical teams continues to increase, it is essential for RNs to
understand their roles and SOPs. This chapter will explore the role of AINs in delivering
nursing care from both an historical and present day perspective and the reasons for the
increased use of AINs in the acute care environment. A review of AINs’ SOP is provided,
along with the impact this group of workers has on patient outcomes.

2.1 Work settings of AIN in the clinical environment
AINs have been used since the early beginnings of the nursing profession in the middle
of the 19th Century (Abel-Smith, 1960), where in the UK anybody could call themselves a
nurse and the activities they undertook were defined as nursing (Dingwall et al., 1988). AbelSmith (1960) refers to the unqualified or untrained nurse working in both the hospital and
community setting in the 1840s. Untrained, they were not formally educated but were
‘carefully selected and systematically taught’. The identification of the untrained nurse was
to draw a firm line between those nurses who were fit to practice as a nurse and those who
were not. Following World War I the use of untrained staff increased, and they were used
more frequently in the less attractive areas of nursing such as nursing homes and in the care
of chronic illnesses such as tuberculosis (Abel-Smith, 1960). The dependence on untrained
staff has continued over the centuries (Hughes, 2013; Schwartz, 2019; Stokes & Warden,
2004) but this role is relatively new in the acute care environment in Australia.
Traditionally, AINs have worked in the residential aged care and disability care
sectors in Australia (Australian Institute of Health and Welfare, 2020). Today, AINs are
employed in a variety of clinical environments in the metropolitan, rural, and remote settings.
AINs are now working in a wide range of acute care settings where they can be found in
almost all clinical environments including paediatric intensive care units (McGuire et al.,
2007; Rodríguez-Rey et al., 2019; Tume et al., 2017); emergency departments (Wilson, 2006;
Yuzeng & Hui, 2020); operating theatres (Perioperative Care Collaborative, 2015); day
procedure centres (Perioperative Care Collaborative, 2015; Tickner, 2007); mental health
(Roche et al., 2021; Suter et al., 2020) and haemodialysis units (Chow et al., 2010) to name a
few. AINs are engaged in a variety of primary care centres including General Practice clinics
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(Weir, 2015); primary health clinics (Cardoso et al., 2011; Mogakwe et al., 2020); diabetic
clinics (Smith, 2014; Suter et al., 2020); podiatry clinics (Bergin, 2009) and clinical
depression management (Gensichen et al., 2009). They are also working in the slow stream
rehabilitation sector (Moran et al., 2015); home care situations (De Vliegher et al., 2016;
Digby et al., 2020; Moth & Binderup, 2020), public health (Pezza, 1995; Ribeiro et al.,
2004); ambulance services (Morris, 2008), and can also be privately contracted by the public.
A range of activities is undertaken by the AIN depending upon their work
environment. The AIN can be engaged in both direct and indirect patient care (Blay &
Roche, 2020; Blay et al., 2014; New York State Nurses Association, 2004; Saccomano &
Pinto‐Zipp, 2011; Thornley, 2000). Indirect patient care includes clerical activities such as
transportation of specimens, reports and requisitions within departments; and cleaning
activities such as making of beds and maintaining the ward environment (U.S. Bureau of
Labor Statistics, 2021a; 2021b ; Health Department of New South Wales, 2015; New York
State Nurses Association, 2004; Saccomano & Pinto‐Zipp, 2011; Thornley, 2000). Direct
services include monitoring and recording patient observations, showering, dressing of
wounds, last offices, administration of medications and assessing and monitoring health of
clients (Blay & Roche, 2020; Australian Nursing Federation, 2009; Blay et al., 2014; Health
Department of New South Wales, 2015; Thornley, 2000). As discussed, many of the
activities that AINs complete have traditionally been the role of nurses. There has been little
progress made in identifying those activities which are ‘nursing activities’ and those which
are not. The evidence suggests that the boundaries between nursing and AIN activities are
very blurred (Blay et al., 2014; Castledine, 2004; Maben & Griffiths, 2008; Spilsbury et al.,
2011) causing confusion for both the RN in what they are able to delegate, and for the AIN,
in what they should accept as a delegation (Havaei et al., 2019). There is a paucity of
literature exploring the role and experience of the AIN in the acute care environment, and the
activities they complete. However, a recent systematic review identified more than 30% of
the activities delegated to AINs require skills and knowledge beyond their level of education
(Blay & Roche, 2020).

2.2 Scope of Practice Issues
As the presence of the AIN continues to grow throughout the nursing environment it is
important for the RN and the AIN to understand one another’s role and SOP to work safely
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together. Globally there is a variety of definitions for the term ‘scope of practice’ as it relates
to nursing. The International Council of Nurses defines SOP as ‘the range of roles, functions,
responsibilities and activities which a registered/licensed professional is educated for,
competent in and is authorised to perform. It defines the accountability and limits of
practice’ (2013, p. 33).
There are many similarities between the SOP documents for RNs from Canada,
Australia, USA, and New Zealand. These four countries identify the ‘who, what, where,
when, why and how’ of a nurses’ SOPs and agree that there will be differences between
individuals depending upon the context, experience, education and the competence of the
nurse. The SOP is governed by legislation; professional regulation; professional guidelines,
standards and position statements; employer policies; individual competence and client needs
(American Nurses Association, 2015; Canadian Nurses Association, 2015; Nursing and
Midwifery Board Australia, 2015; Nursing Council of New Zealand, 2012).
In Australia the specific documents that articulate an RNs SOP include the RN
Standards for Practice (NMBA, 2016), the Code of Professional Conduct for Nurses in
Australia (NMBA, 2018), the International Council of Nurses Code of Ethics (International
Council of Nurses, 2012) and the NMBA decision making framework (2020). These
documents provide rules and principles upon which nurses can guide their practice (Kennedy
et al., 2015). The manner in which these are applied in practice is mainly determined by the
context of the RNs practice which is directly impacted by the skill mix in any given setting
(Birks et al., 2016).
Despite these documents being provided to RNs to guide their practice many nurses are
unable to operationalise the concept of their SOP (Birks et al., 2018). There is limited
research on RNs understanding and implementing their SOP effectively however, RNs in an
Australian study lacked confidence in their ability to articulate their SOP and the care that
they were able to provide (Savage et al., 2011). A further Australian study by Eager (2010)
found that the lack of clarity around the RNs SOP resulted in missed care and nurses feeling
harassed, bullied and stressed as they felt they were being asked to work outside of their SOP.
When this situation arises nurses may be unable to fully contribute to health care delivery
including delegating to the AIN.
There is less uniformity in the SOP for the AIN across the globe with many SOP
documents being little more than task lists. In Nova Scotia, a SOP has been developed for
the Continuing Care Assistant which is similar to the role of the AIN (Nova Scotia
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Department of Health, 2009). In contrast, British Columbia’s Ministry for Health has created
a ‘Core Competency Profile’ which reflects the minimum standards an AIN requires to
ensure the public are provided with safe, competent and ethical care (British Columbia Care
Aide and Community Health Worker Registry, 2014). In the USA, Idaho (Idaho Department
of Health and Welfare, 2015) and California (Nursing Licensure Organisation, 2021) state
that the AIN does not have a SOP in their state as they are unregulated. A study of certified
nursing aides [AINs] working in the USA exploring the different SOP for 50 states identified
vast differences within the SOP of these workers and some states did not know the true extent
of their responsibilities in the workplace (McMullen et al., 2015). In contrast to this, the
South African Nursing Council (1991) has developed one SOP for the AIN which is used
nationwide.
In the Australian context, there has been a range of individual SOP documents
developed within health services, resulting in multiple SOP documents for AINs across
Australia and within each state. For example, South Australian public sector hospitals have
created a SOP document for nursing students who are currently enrolled in either 2nd year or
3rd year of a pre-registration RN nursing program and working as an AIN. A second SOP
document is available for AINs who are not nursing students (South Australian Department
of Health, 2015). This second SOP identifies additional activities that the pre-registration
AIN may be delegated such as taking of vital signs, swabbing for Methicillin Resistant
Staphylococcus Aureus and Vancomycin Resistant Enterococcus and blood glucose
monitoring if the AIN has successfully completed the appropriate education packages (South
Australian Department of Health, 2015). On the other hand, the Health Department of New
South Wales (2015) SOP document and associated care list states that the list is ‘not absolute’
and is dependent on the individual AIN’s training and experience. In government hospitals in
WA there is a SOP practice document which states that the AIN will provide care according
to their job description under the guidance and supervision of the RN and that the AIN is both
responsible and accountable for the care they provide as delegated by the RN (Department of
Health, 2019). Within this SOP document can be found a long list of ‘activities’ that the AIN
may be delegated and should be competent in as they have completed the acute care national
qualification (Department of Health, 2018). Globally, the SOP documents all discuss the
need for the AIN to follow the delegation orders of the RN and reinforce the fact that the AIN
works under the supervision of the RN.
Internationally, there has been much discussion over the past 30 years regarding the
need for a SOP for the AIN and for regulation of this group of workers (Australian College of
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Nursing, 2019; Australian Nursing and Midwifery Federation, 2018b; Cavendish, 2013;
Francis, 2013; Thornley, 2000; Young et al., 2015) however, this issue is no closer to being
resolved. With a lack of clarity of the role of the AIN, the multiple titles in use to describe
their role, and the differences between their SOPs, it is not surprising that confusion exists for
the RN when deciding to delegate care (Dahlke & Baumbusch, 2015; Johnson et al., 2015;
Standing & Anthony, 2008). Compounding these issues is that nurses are not cognisant that
activities listed on the SOP document are still delegated activities and do not constitute
autonomous practice (Jacob et al., 2012).

2.3 Size of the AIN Workforce
As the clinical settings in which they work continue to expand there is a corresponding
increase globally in the number of AINs being employed. For example, the US Bureau of
Labor Statistics (2020) predicts that the AIN workforce will increase 8% by 2029 to ensure
care delivery is achieved. Similarly, the UK reports that AINs account for nearly 25% of the
entire UK National Health Service (NHS) workforce (Department of Health, 2013).
Likewise, New Zealand reported a 9% growth within the AIN workforce for the period 20062013 (Statistics New Zealand Tatauranga Aotearoa, 2018). In contrast, Germany saw an
increase of the AIN workforce of 12% from 1997-2002 (Weinbrenner & Busse, 2006) but
from 2002-2014 there was a decline in the number of AINs by nearly 20% (The Information
System of the Federal Health Monitoring, 2016). The decrease in AINs in Germany over this
time may be due to the regulation and recognition of nursing as a profession (Weinbrenner &
Busse, 2006). Not surprisingly, when Belgium introduced the registration of AINs, they
reported an increase of 87% between 2008 and 2013 (Eurostat, 2015). In Australia, the story
is similar. An e-scan completed by the Community Services and Health Industry Skills
Council (2015) projected that Australia would require an additional 13,600 AINs by
2016/2017 which would represent a 16.5% change. According to the Australian Bureau of
Statistics 2016 census of population, there were over 26,000 AINs working in Australia but it
is not known how many are working in the acute care environment (Australian Institute of
Health and Welfare, 2020). Interestingly, Japan during the period of 2008-2015 reported no
change in AIN numbers with AINs representing 15% of the nursing workforce (Isono et al.,
2017).
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There are many reasons for the increase in AIN numbers over the past few years. A
significant contributing factor is the increased number of elderly people in the population and
their increased care needs. In 2019, the global population aged 65 years or older was in
excess of 703 million which equated to 9% of the population (United Nations Department of
Economic and Social Affairs Population Division, 2019). As the population ages, more staff
are required to assist with health care needs which impacts both health care spending and
delivery of health care services (Lopreite & Zhu, 2020; Marešová, et al, 2015; World Health
Organisation, 2011).
The increasing cost of providing health care (Buchan et al., 2015; Emanuel, 2018;
Glickman, et al., 2019; Robbins et al., 2020) is of major concern to governments globally and
many health providers are substituting the AIN for the RN to reduce costs (Department of
Health, 2014; Duckett & Nemet, 2019; Duffield et al., 2014). Duckett et al., (2014)
commented that Australian government budgets are under pressure and spending needs to be
trimmed. In Australia, $25 billion per year is spent on hospital staffing which equates to 70%
of recurrent spending in hospitals (Duckett et al., 2014). They argue that AINs are able to
provide ‘less complex indirect and personal care’ which would allow registered nursing staff
to undertake more complex activities (Duckett et al., 2014, p. 10).
Advances in health technology have resulted in an expanded scope of practice for the
RN (Cameron & Shaw, 2020; Chua, 2020) which has also increased use of AINs. The AIN is
being employed to complete those tasks that require less higher order thinking such as
bathing and feeding (Abrahamson et al., 2020; Blay & Roche, 2020; Roche et al., 2016).
Another factor increasing reliance on AINs is the growing nursing shortage. In
Australia, it is predicted that there will be a shortage of 109,000 RNs by the year 2025
(Health Workforce Australia, 2014). The State of the World’s Nursing report (McCarthy et
al., 2020) reported a current global shortfall of 5.9 million nurses. A study by Harris et al.
(2014), predicted a shortfall of 260,000 RNs by the year 2025 in the USA, with the demand
for RNs increasing by 26% by 2020 (Juraschek et al., 2012). Similarly, the UK is also short
of registered nursing staff. The Centre for Workforce intelligence predicts a shortage of
53,000 RNs (Monahan, 2015). In 2014, the European Commission predicted a shortage of
590,000 nurses across Europe in 2016 (Flinkman et al., 2013). As the shortage of RNs
continues to grow the recruitment and retention of AINs could aid in managing the shortage.
The recent Australian Royal Commission into Aged Care (Commonwealth of Australia,
2021) recommends ensuring there are appropriate career ladders and educational
opportunities for AINs which may provide a potential pathway to recruit students into RN
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programmes. With the predicted shortfall of RNs in mind, RNs need to thoroughly consider
how best to utilise the AIN within the workload model to optimise patient outcomes.
Furthermore, they need to ensure that they can effectively and efficiently delegate activities
to the AIN to ensure patient safety. It should be noted that all these predictions were prior to
COVID-19 which has significantly impacted workforce numbers (International Council of
Nurses, 2021). As the use of the AINs increases, we need to be aware of the impact this
change brings to the nursing team and the care delivered.
While it is clear that the number of AINs is increasing in the workforce there are
differences in opinion as to the impact of this on care provision. One view is that the
inclusion of the AIN into the nursing workload model improves care provision (Davies, et al.,
2017; Kessler, Heron & Dopsonet al., 2012; Shelley & Coyne, 2009). Other research has
identified that it may improve patient care, increase efficiency within the workflow of the
hospital, reduce workforce costs, and free up RNs to work to the full extent of their SOP
(Butler-Williams et al., 2010; Duckett, et al., 2014; McGuire et al., 2007). In an Australian
study the inclusion of the AIN into the workload model resulted in an improvement in quality
indicators including frequency of medication errors, falls, complaints and compliments
(Davies et al., 2017). Workplace satisfaction also improved regarding timeliness and quality
of nursing care, workload and teamwork. However, RNs’ confidence and knowledge relating
to delegation and the required supervision was variable. The financial impact of these results
costs were calculated at in excess of $890,000 AUD (Davies et al., 2017). A further study in
the UK identified increase RN satisfaction as there was improved communication,
rehabilitation and more timely provision of care. Staff in this research stated that they felt
more comfortable to delegate to the AIN however they remained unsure with what activities
they could delegate to the AIN which resulted in an underutilised AIN (McGuire et al., 2007).
There are other bodies of research that identity little impact on patient outcomes (McGillis
Hall et al., 2001; Tourangeau et al., 1999; Yang et al., 2012). A study in Canada identified
no decrease in patient falls, medication errors, nurse calls by patients, nurse satisfaction or
cost (Tourangeau et al., 1999). Surprisingly this study could not explain the increase time
spent on discharge planning, providing emotion support or educating patients and their
families. Furthermore the nurses were reluctant to delegate to the AIN deciding it was easier
to complete certain tasks themselves (Tourangeau et al., 1999). In early research McGillis
Hall et al., (2001) found the inclusion of AINs had little impact on patient outcomes for four
different models of care on a medical/surgical ward in Ontario. Similarly, a Taiwanese study
identified no significant differences in the number of respiratory tract infections, the
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occurrence of pressure ulcers, length of stay, mortality rates or patient costs when a RN/AIN
staff mix was used (Yang et al., 2012). On one level the inclusion of the AIN into the
workload model makes sense financially. Following analysis of a number of studies Duckett
et al., (2014) estimated that the AIN could undertake 15% of the current Australian nursing
role which would free up the nurse to complete more complex nursing activities. In addition
to this, they calculated that by shifting this 15% of work to the AIN a saving of $360 million
a year would result. These savings would allow a further 70,000 extra hospital admissions
per year based on the current level of spending (Duckett et al., 2014). However, this would
only be of financial benefit if the RN delegated effectively to the AIN and no negative patient
outcomes occurred. Despite Duckett et al’s (2014) suggestions that the inclusion of the AIN
into the nursing model was warranted to reduce health spending, in a more recent study
Duckett and Jorm (2018) suggest that in Australia one in nine patients suffer a health
complication after admission to hospital. Each year these complications cost in excess of $4
billion a year for government hospitals and $1 billion for private hospitals. These
complications are related to poor care provision which may be related to increasing numbers
of AINs.
Whilst the AIN is widely used within the health care arena and some studies support
the inclusion of the AIN in the health care workforce (Chow & Miguel, 2010; Chow et al.,
2010), there is a significant body of literature that raises concerns regarding their use and the
links to negative patient outcomes (Duffield et al., 2018; Kane et al., 2007; Roche et al.,
2017; Twigg et al., 2016). A recent study by Aiken et al. (2017) identified that wards with
lower ratios of RNs to AINs revealed higher mortality rates, increased patient dissatisfaction
and a lower level of care provision when the ratio of AINs to RNs is high. In this study for
every 10% increase in the proportion of RNs to AINs it resulted in an 11% decrease in patient
mortality post operatively. Additionally RNs in this study were more satisfied with their place
of employment (Aiken et al., 2017). These authors suggest that as staff satisfaction increases
staff burnout decreases which reduces expensive staff turnover (Aiken et al., 2017). A recent
Australian study by Duffield and colleagues (2019) identified wards that incorporated AINs
into their model of care showed significant increases in, their inability to rescue patients,
urinary tract infections, and falls resulting in injury. On these wards absenteeism was higher,
more nurses reported that they were looking for alternate employment or were intending to
leave. This study reported variability in the activities delegated to the AIN by nurses, AINs
working outside of their SOP and RNs not fully understanding the activities that were
allowed to be delegated to the AIN (Duffield et al., 2019). An older study by McGillis Hall
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(2003), reported medication errors and wound infection rates were increased when there were
lower proportions of registered nursing staff in the staff skill mix. Contrary to Duckett et al’s
(2014) proposal, research in the USA suggests that employing more RNs leads to great
economic savings despite their higher wages (Dall et al., 2009; Martsolf et al., 2014). Dall et
al., (2009) suggests that not all the benefits realised by increasing the number of RNs
providing care can be quantified in economic terms such as patient / staff satisfaction or
benefits to the hospital such as improved reputation. However, reductions in nursing
sensitive adverse events along with decreased length of stay which offset the initial higher
wage cost were identified with no increase in patient costs. These authors calculated that by
employing one patient care based RN results in medical cost savings of $60000 and improved
labour costs (Dall et al., 2009). Martsolf et al. (2014) reported similar findings in their study
based in the USA. An increase in RNs providing bedside nursing resulted in a reduction in
adverse events and length of stay. Despite an increase in RNs on the wards there was no
corresponding increase in the average patient care cost. These authors suggest that the
increased RN staffing may be cost neutral as the length of stay and adverse events are
decreased (Martsolf et al., 2014).
As the number of AINs increases and they no longer work predominately in the
residential aged care setting, it is possible that they may be completing more nursing
activities requiring greater skill with more acute patients (Blay & Roche, 2020; Roche et al.,
2017). As more AINs move into the acute care environment the RNs that are required to
delegate and supervise their practice need to be equipped with the requisite skills and
knowledge. Failing to ensure safe delegation practice will result in an increase in poor
patient outcomes, decreased patient satisfaction, increased length of stay and increased
mortality. It is essential those who manage healthcare understand the implications this may
have for RNs who delegate and supervise the AIN and for those patients, receiving care.

2.4 Summary
This chapter has presented an historical and current view of the AIN in the clinical
setting. An explanation of where they are working was offered and the variability between
their SOPs stated. Reasons for their increased use have been laid out and the impact their
inclusion may have on patient care delivery and patient outcomes has been discussed.
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In the next chapter effective delegation principles are explored as are the risk
management requirements associated with delegation. In addition, the factors that have been
identified in the literature that impact on a RN’s decision to delegate will be reported. An
exploration of the types of activities that are delegated is also presented, followed by a
discussion on the accountability and responsibly relating to delegation.
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3 Delegation and Decision Making
RNs must understand the principles of delegation to ensure the best person is providing
care to the patient in a timely and cost-effective manner (NMBA, 2020). In this chapter the
components of effective delegation are presented including risk management requirements.
Following this, the factors that have been identified in the literature that impact on a RN’s
decision to delegate will be reported, including: understanding the roles of the healthcare
team members; education on delegation; length of service and delegation abilities; selfconfidence to delegate. An exploration of the types of activities that can be delegated is
presented. Finally, a discussion on the accountability and responsibly relating to delegation
is provided.
Delegation was defined in Chapter One. However, it is pertinent to remind the reader
of its definition in the context of this research. The NMBA (2020) suggests delegation is a
two-way partnership between the RN and the AIN to deliver safe patient care. Delegations
are made by the RN to the AIN to ensure the most appropriate use of resources. However,
the RN is accountable for the decision to delegate and for the outcomes of delegated care
(NMBA, 2020).

3.1 Delegation
Delegation is a complicated activity and involves a large amount of responsibility.
Weydt (2010) suggests that delegation is one of the most difficult and complex skills in
nursing but it has also been described as a soft skill or a non-technical skill by others
(Pearson & McLafferty, 2011). Soft skills have been described as personal attributes such as
beliefs, ways of thinking and ways of focussing, that influence behaviours (Gabrieli et al.,
2015; Germain, 2012). Davis and Muir (2004) suggest that soft skills are central to
leadership capabilities and critical for leaders to excel in delegation, communication,
influence and vision articulation.
Tied in with the act of delegation are responsibilities including: competence assessment
of the delegatee, teaching the delegatee where necessary, supervision and support during the
delegated activity, ensuring that the delegatee understands their responsibility and accepts the
delegation willingly, evaluation of the outcome of the delegation and personal reflection on
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the delegation process (Berglund, 2012; Cohen, 2004). These responsibilities are mirrored in
practice guidelines by various nursing and midwifery organisations internationally (American
Nurses Association, 2015; NMBA, 2020; Royal College of Nursing UK, 2015; South African
Nursing Council, 1991).
Delegation is a two-way relationship between the RN (delegator) and the person to
whom an activity is being delegated (delegatee) (NMBA, 2020). All delegatees have
responsibilities when accepting a delegated activity including: identifying the degree of
support and teaching that they require for the task to be completed successfully, informing
the RN of the outcomes of the activity, understanding the level of feedback required within
the delegation, seeking support and supervision from the RN until they are competent to
perform the activity independently, completing the task safely and participating in an
evaluation of the delegation and its outcomes (Bryant, 2015; Haugen et al., 2019; Marquis &
Huston, 2021; Mueller & Vogelsmeier, 2013). These ‘delegatee’ responsibilities are also
discussed in the NMBA’s (2020) Decision-making framework for nursing and midwifery.
However, as this document is aimed specifically at registered [licensed] nurses it is uncertain
as to when or how this information is communicated to the delegatee [AIN] as it is not a
document that they would necessarily read or be aware of. An essential component of
delegation practice is that a delegatee cannot ‘re-delegate’ to another team member an
activity that they had delegated to them (NMBA, 2020). For example, if an RN delegates
wound care to another RN, this RN cannot decide to delegate the activity to another member
of the care team without first consulting the original RN. Similarly, if the RN delegates an
activity to the EN or AIN, the EN or AIN is not authorised to re-delegate this activity to
another RN/EN or AIN.
Appropriate supervision of the delegatee is a critical aspect of delegation. There are
two main types of supervision in the clinical setting, direct and indirect supervision. A useful
method of describing these two types of supervision is that provided by the Australian
Nursing and Midwifery Accreditation Council (2021). Direct supervision occurs when the
supervisor is physically present to guide, support and teach where necessary the person
requiring supervision. Conversely, indirect supervision is where the person completing the
supervision works in the same environment but is not physically present. The indirect
supervisor is available for support and guidance as needed (Australian Nursing and
Midwifery Accreditation Council, 2021). As emphasised above, delegation requires both the
RN and the AIN to effectively engage in delegation to ensure safe care delivery.
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A search of Cumulative Index of Nursing and Allied Health Literature (CINAHL),
ProQuest and Excerpta Medica dataBASE (EMBASE) databases using the terms: Acute
Care; Nurs*; Registered Nurs*; Assistant Nurs*; Health Care Assistant; Patient Care
Assistant; Unregulated Health Care Worker; and Delegat* was undertaken to explore the
factors that impact the RN’s decision to delegate in the acute care environment. Studies were
excluded if they were not conducted in an acute care setting (for example long-term or
residential aged care) or written in a language other than English. Most of the literature is
dated as there has been little published research exploring delegation in recent years. All the
themes appeared after systematically exploring the literature. The themes were:
understanding the roles in the nursing team; exposure of the RN to education on delegation;
length of service and delegation abilities; self-confidence and delegation skills; the activities
that can be delegated; and accountability and responsibility for delegated tasks.

3.2 Factors impacting the RN’s decision to delegate
Understanding the roles of the members in the nursing team
Understanding the roles of the members within the nursing team is essential for
positive patient outcomes, safe delegation, and effective teamwork. It is therefore essential
that the RN fully understands the role of the AIN within the organisation, the AIN’s job
description (Bittner & Gravlin, 2009; McKenna et al., 2004) and their SOP (Department of
Health, 2018, 2019). Organisations may have policies and procedures that assist the RN
when making delegation decisions, however RNs continue to report that these are confusing
and very general in nature (Halcomb et al., 2017; Perry et al., 2003; Standing & Anthony,
2008; Weydt, 2010).
The literature highlights RNs’ lack of understanding of the AIN role which impedes
the RN from delegating effectively (Campbell et al., 2020; Hancock & Campbell, 2006;
Hartig, 1998; Hasson et al., 2013; Ivor, 1994; Kessler et al., 2012; Reimer‐Kirkham et al.,
2016; Standing & Anthony, 2008). In an earlier study, interviews were conducted with nine
RNs in the UK regarding the role of the AIN within the clinical setting (Perry et al., 2003).
Some of the RNs in this study reported that they had a clear understanding of the role of the
AIN and what activities they were able to delegate to them. However, in the same study
some RNs reported that there were too many policies and procedures within the organisation
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leaving them confused with the role of the AIN and because of this ambiguity, they chose not
to delegate (Perry et al., 2003). Findings by Potter and Grant (2004) support this idea with
RNs from both medical and surgical wards commenting that they did not clearly understand
the role of the AIN in care delivery. A more recent systematic review also highlighted the
ambiguity regarding the roles and tasks that the AIN undertakes in the clinical environment
(Munn et al., 2013).
Two authors discussed the inclusion of different support staff with different SOPs and
qualifications within the nursing team causing confusion when deciding to delegate (Dahlke
& Baumbusch, 2015; Standing & Anthony, 2008). Standing and Anthony (2008) attempted
to describe what delegation meant to acute care nurses using Donabedian’s approach. In this
study 17 RNs with a minimum of six months employment on their current ward were
interviewed. These nurses reported being confused about the role of the AIN as there were
three different types of assistants including pre-registration RN students undertaking an
internship program who were titled Nursing Assistants; Clinical Technical Assistants; and a
third category titled Patient Care Assistants, all with different SOPs. This resulted in the RN
being unsure as to what they could delegate to the different AINs (Standing & Anthony,
2008). A study from Canada also found confusion regarding delegation when there are
multiple team members with different educational backgrounds and SOPs (Dahlke &
Baumbusch, 2015). The RNs complained that support roles had changed considerably over
time, and they did not have enough time to keep up to date with the changes. This resulted in
the RN not being aware of the most current AIN SOPs which resulted in conflict between the
different team members and the RN not knowing what they could delegate. The lack of
understanding of the supporting roles by the RN resulted in the RN feeling that the licensed
practice nurse (similar to an EN in Australia) or AIN was trying to avoid work. This resulted
in tension between the staff groups due to a lack of understanding of not only their role but
how they undertake their role when providing patient care (Dahlke & Baumbusch, 2015). In
contrast, a study by Kaernested & Bragadottir (2012) undertaken in Iceland found that RNs
were cognisant of the role of the AIN and were able to delegate accordingly.

Education on delegation
Delegation is a skill that needs to be taught in the same way that nurses need to be
prepared to undertake a range of clinical procedures successfully such as wound dressings.
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To delegate safely the RN needs to have a sound understanding of the theoretical principles
of delegation, local law, the regulatory boards’ position on delegation, and hospital policy
surrounding what can and cannot be delegated (American Nursing Association, 2012;
Hansten, 2011). With this knowledge they need to be empowered to make correct choices as
to who will complete care activities for patients. Confidence to delegate is developed over
time and with practice. However, with the introduction of primary nursing in the 1980s in
Australia and a primarily RN based workforce there was little need for RNs to delegate.
Consequently, there was a decreased emphasis on delegation in undergraduate curriculum
and ward based learning (Powell, 2011).
Despite delegation being identified as a complex skill research citing a lack of
delegation education for the pre-registration nursing student has been identified in many
countries including Australia (Graf et al., 2020), Sweden (Lofmark, et al, 2006), United
Kingdom (Baillie, 1999; Clark & Holmes, 2007; Gerrish, 2000), USA (Herrick et al., 1994;
Parsons, 1998), and Ireland (Henderson et al., 2006). Likewise, RNs report that once
working in the clinical environment there is a lack of education relating to delegation (Dahlke
& Baumbusch, 2015; Kaernested & Bragadottir, 2012; Potter et al., 2010; Standing &
Anthony, 2008).
Globally there is little research on how delegation skills are taught in the
undergraduate curricula. A recent systematic review of the literature identified 12 papers
globally that explored this phenomena between 2000-2018 and none from Australia (Clarke,
2021). This review cited three key methods of obtaining these skills for students including
simulation, clinical placement, and via the theoretical curriculum.
As stated, there is little research identifying how delegation is taught in preregistration curricula in Australia. One older study that used simulation to improve a range of
undergraduate nurses skills mentioned that students were able to practice delegation skills
however there was no data collected on these skills (McAllister et al., 2013). A recent study
Australian study used an immersive extended simulation approach allowing student nurses to
consolidate skills technical and non-technical skills including delegation. In this study
students reported the opportunity to practice the skills of delegation and become more
comfortable managing, organising and leading a team to provide care (Jacob et al., 2021).
An analysis of how and where delegation was taught in two pre-registration curricula
in the USA found one program did not teach delegation as stated and students in the second
program demonstrated a decline in being able to correctly delegate as time passed from
receiving the education, as delegation skills were not being repeatedly practiced (Henderson
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et al., 2006). The issue that student nurses do not have the required knowledge to delegate is
reported in other studies. Hasson et al. (2013) found student nurses struggle to delegate
whilst on clinical practicums. Student nurses reported feeling overwhelmed in their new
environment and were not fully aware of the role of AINs. These student nurses reported that
they were hesitant to delegate in case of offending staff and causing conflict. The students
did not have adequate training and education relating to delegation in their pre-registration
studies to feel confident to delegate and they learnt how to delegate on the job (Hasson et al.,
2013). This suggests that pre-registration students need delegation skills to be embedded
across the curriculum with the opportunity to practice these skills both in the simulated
environment and while on clinical placement.
Two further studies also identified lack of delegation education in pre-registration
courses. 5,000 newly qualified nurses were surveyed in a study conducted for the National
Council of State Boards of Nursing in the USA (Li & Kenward, 2006). They asked these
RNs to report on activities they felt they were adequately prepared for in their undergraduate
studies and those areas that they felt they were not adequately prepared for. Twenty two
percent of participants reported that they were inadequately prepared to delegate tasks to
others. These results are similar to those found in the previous study conducted for the
National Council of State Boards of Nursing in the USA in 2003 (Smith & Crawford, 2006)
where more than 30% of respondents reported not feeling adequately prepared to delegate
tasks to other members of the health care team including RNs and AINs. A further study
conducted in the USA found that 46% of participants in a study focussing on delegation
decision making by RNs who care for patients with a spinal cord injury had not been taught
how to delegate in their undergraduate studies (Parsons, 2004). Furthermore, two recent
literature reviews (Afzal et al., 2018; Campbell et al., 2020) exploring delegation practices of
the RN, identified RNs lack the education during their pre-registration programs and upon
graduation to enable them to adequately delegate to other members of the health care team.
Conversely, the study mentioned earlier by Kaernested and Bragadottir (2012) found
that 80% of the 71 RNs that participated in this study had completed training on delegation in
their undergraduate training and 47% had also received delegation training whilst in the
clinical environment. Ninety six percent of participants believed they had sufficient education
in the area of delegation (Kaernested & Bragadottir, 2012). Interesting results were found in
a study by Gravlin and Bittner (2010) where 48% of nurses (n = 241) reported that they had
no formal training on delegation however, 82% reported that they were confident in their
skills relating to delegation.
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Newly qualified nurses and delegation skills
Learning to delegate (like many other skills) occurs through practice and it would
seem that as length of service increases so too does the RN’s ability to delegate. Nurse
managers report newly qualified nurses (NQNs) lack abilities in the skill of delegation to
manage their workload (Berkow et al., 2009; Chernomas et al., 2010; Södersved Källestedt et
al., 2020). A large study surveyed 5,700 frontline nurse leaders in the USA to identify their
satisfaction with newly qualified RNs across 36 nursing competencies including delegation.
Delegation skills were ranked lowest in all skills for the NQN with only 10% of participants
believing that NQNs have adequate skills to delegate competently (Berkow et al., 2008).
Nurse managers also reported in a study by Chernomas et al., (2010), that the NQN lacks the
ability to lead teams and to delegate appropriately. A more recent study in Sweden supports
these findings with nurse managers explaining that only when the NQN is able to implement
the practical skills of nursing are they able to consider leadership processes including
delegating work to other staff members (Södersved Källestedt et al., 2020)
NQNs themselves report that they lack the necessary skills to delegate (Anthony &
Vidal, 2010; Potter et al., 2010; Wangensteen et al., 2008). Early studies by Potter et al.
(2010) and Anthony and Vidal (2010) found that NQNs did not know how to delegate and
lacked the communication skills to complete effective delegation. The NQN lacking the
ability to delegate was supported by participants in a study by Wangensteen et al. (2008).
NQNs in this study identified that being able to delegate was of utmost importance to
managing their day successfully however they experienced difficulties with delegating as
they did not have enough understanding of the ward, the patients and their co-workers or they
felt insecure regarding their position within the clinical team (Wangensteen et al, 2008).
Similar findings were echoed in a UK study in relation to level of experience and the nurses
ability to delegate (Johnson et al., 2015). Ethnographic case studies over three hospital sites
were used in this study. Observation and interviews were undertaken with 33 newly qualified
RNs, 10 AINs and 12 ward managers. These newly qualified nurses reported they did not
know how to delegate especially to older staff members and therefore worked in ‘parallel’
with one another rather than using a team approach (Johnson et al., 2015).
An older study from the UK found 41% percent of RNs responded that whilst they
felt they were adequately prepared to delegate, this was not due to educational preparation
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but rather length of service and experience (Standing et al., 2001). One nurse described this
situation by stating:
I’m just more comfortable with it by now. If you’d have asked me 10 years ago it
might have been different, but now I’m so use to it that it’s an everyday thing
(Standing et al., 2001, p. 21).

Self Confidence and delegation skills
Entwined with the idea of length of service is the nurse’s self-confidence to delegate.
For many nurses, the ability to delegate develops over time in line with improvements in their
self-confidence as a nurse. Self-confidence is a critical aspect of delegation – without
confidence an individual is less likely to be able to delegate successfully. The literature
surrounding delegation highlights the need for nurses to have confidence in their abilities in
order to delegate successfully (Bittner & Gravlin, 2009; Johnson et al., 2015; Kaernested &
Bragadottir, 2012; Potter et al., 2010; Wangensteen et al., 2008). Therefore, it is useful to
define self-confidence. Bandura’s self-efficacy theory describes self-confidence as the belief
an individual has about their ability to perform required activities (Bandura, 1997). A strong
level of self-confidence encourages accomplishment, and this impacts directly on personal
wellbeing in a variety of ways, including reduced stress levels and lowered risk for
depressive disorders (Bandura, 1997). Individuals with high self-confidence levels approach
tasks believing that they can be achieved, and they also set higher goals and recover from
setbacks more readily (Bandura, 1997). Bandura’s mastery of experiences and vicarious
experiences through mentors and models (Bandura, 1977) is appropriate to nurses developing
their delegation skills. Mastery of experiences results from performing the behaviour to a
desired level. According to Bandura (1977) this is the most important factor in increasing
self-confidence. If a nurse is successful in completing an action, their belief that they can
repeat the action and/or improve on it means that their self-confidence may increase.
Bandura suggests a second way that confidence can be fostered is through vicarious
experience which is achieved by exposure to individuals of similar capabilities who have
successfully performed the behaviour (Bandura, 1977). Mentoring and preceptorship of staff
within the ward environment is based on vicarious experience. Allan et al. (2016) discussed
how nurses became more confident to delegate to others through informal learning from
colleagues. These nurses over time engaged in observation, informal discussions and by
‘unconsciously absorbing practice styles and skills from others’ (Allan et al., 2016, p. 15).
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Results from a study by Kaernested and Bragadottir (2012) indicated that most participants
had a positive outlook to delegation, but it was found that nurses with less than five years
nursing experience had less confidence in delegating compared to nurses with more than five
years experience. This was confirmed by another study in which NQNs reported that after
one year working as a RN, they felt more confident and competent in their abilities to
delegate compared to when they commenced their graduate program (Wangensteen et al.,
2008). Bittner and Gravlin’s (2009) research also supports this notion with many nurses in
their study, especially NQNs, stating they were especially hesitant to delegate to AINs as they
lacked confidence in their own abilities across the spectrum of their role. These nurses were
worried about making mistakes resulting in them being unwilling to delegate activities to the
AIN (Bittner & Gravlin, 2009).
Contrary to these findings, a study from the USA failed to find any significant
difference in confidence to delegate between those nurses with less than five years nursing
experience and those with more than five years experience (Saccomano & Pinto‐Zipp, 2011).
Their study utilised a cross sectional survey design with 158 RNs working in an acute care
hospital. Participants completed a survey which measured leadership style and confidence to
delegate to the AIN.

Understanding what can be delegated
Nurses are often confused as to what activities or tasks they can delegate which
results in nurses either choosing not to delegate or delegating activities that fall outside of the
AIN’s SOP. Nursing organisations globally are aware of this confusion and are becoming
concerned with what activities are being delegated to AINs (Australian College of Nursing,
2020; Australian Nursing and Midwifery Federation, 2018a; British Columbia College of
Nurses and Midwives, 2021; Irish Nurses and Midwifery Organisation, 2016; National
Council of State Boards of Nursing & American Nurses Association, 2019).
Currently, there is limited research relating to delegation in general and even less on
what the RN understands about what they can delegate with much of the literature being
dated. Reviewing the older literature identified a common theme: nurses do not understand
what they can and cannot delegate. Previous work has identified that some nurses do not
understand the meaning of delegation and do not believe they are delegating if the activities
are part of the AIN job description (Corazzini et al., 2010; Salmond, 1995; Standing et al.,
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2001). Standing et al. (2001) identified that not all nurses had a clear understanding of
delegation with some RNs suggesting that AINs worked according to their job description
and as such, these activities were not delegated. Nurses in this study (Standing et al., 2001)
believed that only when they specifically asked an AIN to complete an activity in a particular
manner, were they delegating. A study from Salmond (1995) supports this idea stating that
RNs felt they were not delegating if it is part of the AIN’s normal job description. These
findings are consistent with another study where RNs suggested that if activities such as
feeding and ambulating are in the job description of the AIN, they are not the responsibility
of the RN (Kalisch & Aebersold, 2006). A further study by Bittner and Gravlin (2009) also
found that RNs believed that routine care was the responsibility of the AIN by virtue of their
job description.
RNs in a qualitative descriptive study by Bittner and Gravlin (2009) questioned their
own understanding of what could be delegated. Nurses in this study clearly outlined
examples of delegated activities that were in keeping with national nursing standards and
institutional policy. However, during focus groups they questioned whether other tasks that
they usually delegated were in keeping with the facilities’ policies and were within the SOP
of the nurse (Bittner & Gravlin, 2009).
Misunderstanding around the issue of what can be delegated is compounded for RNs
when there are different SOPs for AINs across a single health facility. A study by Jack et al.,
(2004) of one hospital trust in north-west England recruited 33 nurse managers to obtain a
broad overview of the role and activities undertaken by the AINs within the hospital. The
range of tasks that an AIN could complete varied dramatically throughout the hospital. For
example, 15% of respondents reported that AINs completes tasks including tracheal
suctioning and epidural observations, 6% reported AINs were able to change infusion bags,
complete a Waterlow score and assist in drawing up care plans (Jack et al., 2004). Similarly,
RNs in a study by Standing and Anthony (2008) reported that RNs found it easier and less
time consuming to complete the task themselves as there were four different care assistants
all with a different SOP in the hospital that support the RN. Furthermore, casual pool or float
nurses reported delegating the least as they constantly moved throughout the hospital and
were unable to remember the different SOPs for each clinical area (Standing & Anthony,
2008). With this degree of variability in the SOP of the AIN in one hospital it is not
surprising that RNs did not know what they can and cannot delegate.
In contrast, some studies have reported a strong understanding of what RNs are able
to delegate to the AIN. RNs working in operating theatres in a large tertiary hospital in
30

Detroit were able to clearly articulate those nursing activities that could be delegated to the
AIN (Speers & Ziolkowski, 1998). This was due mainly to the RN staff being instrumental
in the development of the AIN program and mentoring of AINs during the competency-based
orientation period. During the orientation period the RNs worked closely with the AINs to
complete the required activities, therefore the RNs were aware of the AINs SOP and what
could be delegated (Speers & Ziolkowski, 1998). These results are similar to findings from a
study in Australia where AINs were introduced into five haemodialysis units across one
health service. Chow et al. (2010) report that the RNs in their study understood the role of
the AIN and therefore were able to effectively delegate to the AIN as the initiative was a
‘whole of unit’ approach including nurses, doctors, administrators and allied health staff.
Additionally, all nurses participated in an education session which outlined the role of AINs
and explained the tasks and activities that they would undertake. These two studies highlight
the benefit of a team approach to the introduction of the AIN into the clinical setting for the
staff to fully comprehend the role of the AIN and the tasks that they may complete.

Accountability
Accountability is an integral part of being a professional nurse and an important
component of patient safety (Battié & Steelman, 2014). The Nurses and Midwifery Board of
Australia (2020) definition of accountability means the ‘nurse is required to answer to their
patients, the nursing regulatory board, their employers and to the general public in relation to
the decisions and actions they make relating to care delivery and associated documentation
processes’ (p.11). Furthermore, nurses are accountable for deciding whether to delegate an
activity to the AIN and are responsible for the outcome of the delegation (Nurses and
Midwifery Board of Australia, 2020). The fact that nurses retain accountability for the
activities and are responsible for the outcome of care provision causes many nurses to choose
not to delegate (Spilsbury et al., 2013; Standing & Anthony, 2008; Standing et al., 2001).
As outlined previously, studies report that some nurses do not believe that they are delegating
when an activity falls within the AIN’s job description (Bittner & Gravlin, 2009; Salmond,
1995; Standing et al., 2001). Therefore, a nurse may not realise that they are accountable for
the activities that the AIN completes within their job description. Conversely, other nurses
do not delegate as they are afraid of the accountability for others’ actions.
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Nurses are required as part of the delegation process to follow up on delegated care to
ensure that all activities have been completed. However, several older studies report that this
‘follow up’ is not occurring (Bittner & Gravlin, 2009; Kalisch, 2009, 2011; Reinhard et al.,
2006). For example, a study involving RN focus groups highlighted that RNs do not follow
up on delegated activities which brings into question their comprehension of accountability
(Bittner & Gravlin, 2009). The RNs in this study commented that whilst they understood that
they were accountable for the delegated activities they did not follow through to ensure
completion of task or check for abnormal findings. This points to a lack of understanding of
accountability relating to delegated activities (Bittner & Gravlin, 2009). Likewise, nurse
managers in a study by Reinhard et al. (2006) were concerned that the RNs were unaware of
their responsibility to follow up and evaluate outcomes of delegation. These findings are
mirrored in two older studies by Kalish (2009; 2011) where RNs understood the need to
follow up outcomes of delegated care however they were too busy. Of concern is that RNs in
the Kalisch (2011) study discussed understanding that they did not follow up even though
they had concerns regarding the AINs ability to deliver the care.
Many studies report that RNs hold the AIN responsible for reporting back on
delegated care delivery (Bellury et al., 2016; Bittner & Gravlin, 2009; Butler-Williams et al.,
2010; Johnson et al., 2015; Kalisch, 2009). Bellury and colleagues (2016) surveyed 18 RNs
and held focus groups with 33 AINs in a tertiary hospital in the USA. They found that the
RNs expected the AINs to report missed care or abnormal findings so that they could reprioritise care delivery, however there was no mention of the RNs following up on delegated
care. Nevertheless, if the definition of delegation is reviewed the RN is responsible for
ensuring that the care is delivered to the appropriate standard which would include ensuring
that delegated activity is completed.

3.3 Summary
This chapter has defined ‘delegation’ including the supervision processes associated
with the role. Following a systematic search of the literature it was identified that there is a
lack of current literature regarding delegation practice between the RN and the AIN in the
acute care environment in Australia and across the world. The older literature revealed that
despite delegation being a part of the nurse role for decades, issues were identified with the
education and the practice of delegation amongst nurses. The literature on factors that affect
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delegation decision making including the importance of understanding the role of AINs; and
the RNs exposure to education on delegation were all presented. A discussion on how length
of service and self-confidence impacts on the RNs ability to delegate was also provided.
Issues associated with identifying what can be delegated from the RN perspective were
highlighted. Finally, this chapter provided a discussion on the accountability relating to the
delegation process.
In the next chapter the research questions are presented along with the methodology
for this study. The research design, sample, setting, participants, and research instruments are
outlined. Data collection methods for the pilot test and the main study are provided.
Approaches adopted to address reliability and face validity are also be summarised. Data
analysis processes is described, followed by sections on trustworthiness of the research and
importantly on the ethical considerations for this research.
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4 Methodology
This chapter discusses the methodology of the research and is divided into several
sections. Firstly, aims and objectives of this study are stated here to illustrate how they
guided the development of the research questions. A discussion on the mixed methods
approach to research is provided including triangulation of the data. Next, the research
design, sample, setting, participants, and research instruments are outlined. The research
methods used to collect data for the pilot test and the main study are provided. Methods to
address reliability and face validity are summarised. The methods used for data analysis are
described and are followed by sections on trustworthiness of the research and ethical
considerations.

4.1 Aim
There is little current knowledge of delegation practices between the RN and the AIN
in the acute care setting. Much of the literature dates back to the late 1990’s and early 21st
Century. The aim of this research was to explore the current delegation practices that exist
between the RN and the AIN in the acute care environment. This question is answered
through the experiences of both the RN and the AIN.

4.2 Research Objectives and Questions
The objectives of this research were to:
1. Explore the factors that impact the RNs decision to delegate to the AIN in the acute
care setting.
2. Develop and understanding of the activities that RNs delegate to AINs and the activities
that the AINs state they complete in the acute care setting.
3. Identify the factors that the AIN considers when accepting or refusing a delegation from
the RN in the acute care environment.
4. Discover the strategies that support an AIN in the acute care environment to complete
a delegated activity.
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5. Establish the relationship between the RNs attitude to delegation and their delegation
practice.

The following research questions guided data collection:
1. What nursing activities and tasks are delegated to AINs by RNs.
2. What factors do RNs consider when delegating activities to AINs.
3. Describe the process RNs undertake when delegating activities to AINs.
4. What factors do AINs consider when accepting or refusing a delegation from
RNs.
5. What strategies support AINs when undertaking a delegated activity.
6. What, if any, relationship exists between the RNs’ attitudes to delegation and
their delegation practices.

4.3 Methodology
A paradigm is a ‘worldview or belief system’ that influences the way researchers study
and interpret knowledge (Guba & Lincoln, 1994, p. 8). The adoption of a particular
paradigm determines the focus, stimulus and expectations of the research (Mackenzie &
Knipe, 2006). The two major research paradigms are recognised either as
‘positivist/empiricist’ which is quantitative in nature or as the
‘constructivist/phenomenological’ which is qualitative in nature (Creswell & Plano Clark,
2011; Guba & Lincoln, 1994; Teddlie & Tashakkori, 2009).
People who subscribe to the scientific approach believe that ‘reality and truth’ are
independent of people and the context of the situation (Smith, 1983). Quantitative research is
based on statistics and measurement in tightly controlled environments (Borbasi & Jackson,
2012). Borbasi and Jackson (2012) also suggest that a scientific or empirical design of a
study is objective and when performed correctly, can be replicated when undertaken by
second parties. Additionally, quantitative research offers generalisation of findings to the
wider population, however the individual’s perspective may not be considered due to the
numerical nature of this paradigm (Creswell & Plano Clark, 2011). This may result in a
reduced understanding of the individual participants’ responses.
Conversely, qualitative research works within the constructivist paradigm (Lincoln &
Guba, 1985; Maxcy, 2003) and is focused on gathering, analysing, interpreting and
presenting narrative information (Teddlie & Tashakkori, 2009). Qualitative research
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examines people’s lives, lived experiences, behaviours, and the narratives that are attributed
to them (Denzin & Lincoln, 2000). This research attempts to answer the ‘how’ and ‘why’
questions associated with the phenomena in question through the use of methodologies
including phenomenology, case studies and ethnography (Creswell & Plano Clark, 2011).
Teddlie and Tashakkori (2009), suggest that constructivist researchers work independently
and cooperatively to create meaning of the phenomena being investigated. Analysis of
qualitative data uses both inductive and iterative techniques including ‘categorical strategies
and contextualising strategies’ which allow for the formation of themes to occur, referred to
as thematic analysis (Teddlie & Tashakkori, 2009, p.6). Qualitative research achieves a
greater understanding of the phenomena, however as studies usually involve only a small
number of participants, the results are not generalizable to the wider population (Creswell &
Plano Clark, 2011; Denzin & Lincoln, 2000).
Advocates of each paradigm argue that their approach produces quality research
outcomes (Brannen, 2017; Peat et al., 2020). Those in the quantitative paradigm suggest that
their approach produces hard, generalisable data whereas those in the qualitative approach
suggest that the deep, rich observational data that is identified in their research is valuable
(Brannen, 2017; Queirós et al., 2017; Sieber, 1973). Notwithstanding the differences
between quantitative and qualitative research, both contribute to the greater understanding of
the world as we know it (Andrew & Halcomb, 2009; Creswell & Plano Clark, 2011; Paoletti
et al., 2021).
Some argue that there is more similarity between the two research approaches than
there are differences (Allwood, 2012; Creswell, 1998; Dzurec & Abraham, 1993; Johnson &
Onwuegbuzie, 2004; Newman & Benz, 1998; Onwuegbuzie & Leech, 2005; Sechrest &
Sidani, 1995). This group of researchers suggests that both paradigms collect their data,
communicate their data, build arguments to explain their data, and suggest reasons as to why
the outcomes occurred as they did. Additionally, both quantitative and qualitative researchers
attempt to include safety measures to reduce confirmation bias (Sandelowski, 1986), defined
simply as ones ‘‘inclination to retain, or a disinclination to abandon, a currently favoured
hypothesis’’ (Klayman, 1995, p. 386), by implementing a variety of quantitative or
qualitative methods (Denzin, 1989). Newman and Benz (1998) propose that qualitative and
quantitative research interacts on a continuum rather than a representation of two extremes.
It has been suggested that neither paradigm can capture the complete meaning of a
phenomenon independently of the other, therefore both qualitative and quantitative methods
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need to be employed to fully understand the phenomena (Brannen, 2017; Creswell, 2013;
Flick, 2018).

Mixed Methods
When considering which approach to adopt some researchers select a pragmatic
approach because it allows them to combine a variety of data collection methods that will
offer the best chance of answering the research questions (Johnson & Onwuegbuzie, 2004).
This view rejects the notion that qualitative and quantitative methodologies are discordant
and argue that the most appropriate research method is the one that answers the research
question most effectively (Gambrel & Butler, 2013). The combination of different
approaches into one study is called a mixed methods approach. When the researcher adopts a
mixed methods approach, they are able to draw strength from, and reduce the limitations of,
both the qualitative and the quantitative approaches which are inherent when using a purist
approach (Andrew & Halcomb, 2009; Creswell & Plano Clark, 2011; Greene, 2007; Johnson
& Onwuegbuzie, 2004). For example, it is argued that quantitative research does not fully
capture the context of the participants’ responses and the voices of the participants are not
fully heard as they are in qualitative research. However, qualitative research methods have
their own deficits such as personal biases and interpretations by the researcher (Creswell,
2013; Creswell & Plano Clark, 2011). The mixed method approach challenges the researcher
to consider the research questions from multiple dimensions rather than being confined to
either the qualitative paradigm or the quantitative paradigm (Creswell, 2013).
Researchers operating within the pragmatist paradigm are intrigued with both
narrative and numerical data, and the analysis of such data (Teddlie & Tashakkori, 2009).
Many scholars have attempted to define mixed methods with the focus revolving around the
following key words: methods and philosophy (Creswell & Plano Clark, 2007; Greene et al.,
1989), qualitative and quantitative research (Johnson & Onwuegbuzie, 2004), methodology
(Tashakkori & Teddlie, 1998) and ‘multiple ways of seeing, hearing and making sense of the
world’ (Greene, 2007, p. xii). However, Creswell and Plano Clark (2011) propose that rather
than using a set definition for mixed methods, a more appropriate approach is to incorporate
the many varied perspectives of this paradigm. Accordingly, Creswell and Plano Clark
(2011) suggest a mixed methods researcher: collects and analyses convincingly and
meticulously both quantitative and qualitative data; synchronously combines the two data
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forms by either amalgamating them, chronologically by scaffolding one onto the other, or
entrenching one in the other; allows precedence to one or both forms of data to enable the
research question to be answered most effectively; adopts these procedures in either a single
study or a multi-phase research study; supports these techniques within ‘‘philosophical
worldviews and theoretical lenses’’ (Creswell & Plano Clark, 2011, p. 5); and combines the
techniques into specialised research designs that allows for the study to be successfully
conducted. Mixed methods proponents believe that combining research methodologies to
answer a question is superior as it allows the researcher to concurrently answer a variety of
‘confirmatory and explanatory questions’ (Teddlie & Tashakkori, 2009, p. 33). Additionally,
mixed methods research results in more robust conclusions whilst allowing disparate
outcomes (Teddlie & Tashakkori, 2009).
When designing a mixed method study the researcher needs to consider three issues:
priority, implementation, and integration (Bazeley, 2017). Priority refers to the method
which is given more emphasis within a study. Implementation denotes whether the data
collection and analysis occur in chronological stages or in a sequenced approach. Whereas
integration is concerned with where the linking or mixing of data occurs within the study
(Bazeley, 2017).
Mixed methods research is not without its problems. Several authors discuss the
workload and financial costs required to collect, analyse and interpret the data (Malina et al.,
2011; Miller et al., 2013). Bryman (2007) suggests that there are difficulties when integrating
quantitative and qualitative data, and the most research studies are typically designed to deal
with quantitative data. A further issue identified is the need to educate research purists on
the validity of a mixed method approach (Almeida, 2018; Fetters, 2019). Notwithstanding
these identified problems with a mixed methods approach, the benefits and strengths of this
approach in terms of the research outcomes can demonstrably convince any doubters (or
research purists). As discussed below, the use of triangulation is one such strength.

Triangulation
One of the strengths of mixed methods research is the ability to triangulate the data.
Triangulation is defined by Denzin (1989) as the merging of more than one theory, method,
data collection source, or researcher in the study of a single issue to reduce the inadequacies
characteristic of a single theory, single method or single researcher study. Triangulation
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enables the researcher to review patterns in the research that may materialise with the use of
one method, bringing to light new knowledge that is not apparent with another method
(Gibson, 2017).
This research used both quantitative and qualitative methods - questionnaires and
interviews; varied data sources – RNs and AINs; and differing methods of analysis –
descriptive analysis and statistical analysis. This enabled the researcher to develop a richer
understanding of the delegation practices of the RN when working with the AIN.

4.4 Research Design
The mixed method research design that was adopted is ‘explanatory sequential’
(Creswell & Plano Clark, 2011) which has also been referred to as the ‘qualitative follow-up
approach’ (Morgan, 2014). The explanatory sequential design occurred in two discrete but
collaborative stages. Firstly, the researcher collects and analyses quantitative data followed
by the collection and analysis of qualitative data (Bowen, et al., 2017; Ivankova, et al., 2006;
Teddlie & Tashakkori, 2009). Morgan (2014) suggests that researchers adopt this design
approach for one of three main reasons: to either explore, investigate or illustrate phenomena.
This design highlighted similar and diverging explanations of the research. The explanatory
sequential design allowed the researcher to investigate in the qualitative stage, the trends and
connections associated with delegation practices between the RN and the AIN which were
found in the quantitative data. Figure 4-1 illustrates the sequence undertaken for this present
research study.
As with all research designs there are strengths and weaknesses. The strengths of the
explanatory sequential design include its straightforward approach; the design is useful for
emergent approaches where the second phase is shaped by the findings of the first phase; and
the results and discussion sections of the research can be written separately (Ivankova et al.,
2006). The main challenges that a researcher may experience are the length of time required
to complete the two steps; it may be difficult to identify which of the quantitative results need
to be explored further and to make decisions as to who will be sampled in the second step
(Fetters, 2019; Morgan, 2014; Teddlie & Tashakkori, 2009).
The first phase of the research entailed the collection and analysis of quantitative data relating
to delegation activities that were occurring between the RN and the AIN. The analysis of this
data informed the semi-structured interviews which formed the second phase of the research.
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Figure 4.1 Sequence plan of research using an explanatory sequence for mixed methods
research
The results from both phases were triangulated to provide a richer understanding of the
phenomena. The justification for this approach is that the quantitative data provide a
generalisable understanding of the research questions while the qualitative data illustrate the
results through the eyes of the participants (Bowen et al., 2017; Creswell & Tashakkori,
2007). Priority (Creswell & Plano Clark, 2011) was given to the qualitative phase (phase
two) in this study as it focussed on in-depth explanations of the quantitative results obtained
in phase one. The two phases were connected (Ivankova et al., 2006) during the development
of the semi-structured interview questions based on the quantitative results in phase one. In
the discussion chapter, the qualitative and quantitative results were integrated (Creswell,
2013).

4.5 Phase One: Method
Phase one focussed on the collection of data from the RNs and the AINs based at a
large tertiary teaching hospital in metropolitan WA (see section 4.5.2 ‘Setting’ below)
through the dissemination of two questionnaires: one for RNs and one for AINs. The
questionnaires provided the researcher with data that informed phase two of the research.
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The objectives of phase one were to
1. To identify the nursing activities and tasks delegated to an AIN by RNs.
2. To determine the factors RNs considered when delegating activities to an
AIN.
3. To determine the relationship between the RNs’ attitude to delegation and
delegation practices.

Sample selection and sample size
Purposive sampling was used to recruit participants in this research. This technique is
used in mixed method research as it allows selection of information rich participants. This
involves selecting individuals that are knowledgeable about or experienced with the
phenomena being researched (Creswell & Plano Clark, 2011). In addition, purposive
sampling is an effective strategy to employ when participants need to be recruited from
particular environments (Collins et al., 2007; Palinkas et al., 2015). As suggested by Bernard
(2017) and Andrade (2021) it also increases of access to participants that are available and
willing to participate. Furthermore this group are able to communicate their experiences in a
reflective and articulate manner (Andrade, 2021; Bernard, 2017). However, this sampling
approach does require the researcher to have a thorough understanding of the population so
that a random sample of the population can be recruited which represents a cross section of
total population. It is argued that results from purposive sampling are only generalisable to
the sub population under study (Gelo et al., 2008).

Setting
Data were collected at a large tertiary teaching hospital in metropolitan Western
Australian. This hospital was chosen as it employed a large number of AINs. This site
employs in excess of 2,000 nursing staff, 5 full time AINS, 38 AINs on a casual hospital pool
basis, with a further 30 AINs per day employed from local nursing agencies across a variety
of acute care wards (Hospital communication, 2018). This enabled the comparison of data
from both RNs and AINs working in the same acute care setting. Furthermore, it allowed for
comparisons between the RN and the AIN employed by the hospital as well as those AINs
employed by external agencies.
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Allocation of the AIN to specific wards in the health service was based on clinical
needs. The five full time AINs who were employed by the hospital were usually allocated to
the one ward however, they were rotated to other wards as need demanded. All casual AINs
(pool and agency/labour firm) were allocated to wards from a centralised nursing
management department. Allocations of AINs was on a ‘needs basis’ rather than the skills of
the AIN being considered for the clinical environment to which they are being allocated.

4.5.2.1 Number of participants involved at each point of the research.

There were numerous steps in this research. The below flow chart identifies each step
and the number of participants in each step. It is important to note that participants who
participated in the piloting of the research tools were made aware that their responses would
not be included in the results of the main study and that by participating in the validity testing
they would be precluded from participating in the main study. This aimed to avoid any
potential bias that may be caused by respondents completing a questionnaire that they had
previously seen.
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•Questionnaires
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Figure 4.2 Sequence plan of research using an explanatory sequence for mixed methods
research including number of participants at each step
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4.5.2.2 RN Participants

The hospital administration identified the wards where AINs were regularly employed
and were also willing to participate in the research. Flyers outlining the study were placed on
the wards with the times and dates of education sessions regarding the research. The
researcher conducted information sessions for staff who expressed an interested in
participating in the research on four of the wards. On the remaining two wards, Staff
Development Nurses conducted information sessions regarding the research and invited
interested staff to attend.
Participants were recruited from the morning and afternoon shifts only. Night duty staff were
not included as there were no scheduled education sessions during the data collection period.
This study was exploratory, and a sample size was not calculated. A sample of 100 nurses
was considered representative of the nurses working at the hospital. On the six wards there
were a total of 272 RNs employed and 100 included RNs represents 36% of the RN
population.

4.5.2.3 AIN Participants

There were two groups of AINs working in the study site hospital. One group was
employed by the hospital and the second was outsourced from agency/labour firm. AINs
who were employed by the hospital were provided an electronic link to the survey sent via
email from the nurse manager who was responsible for the AINs within the hospital. This
link included a participant information sheet and the survey. This method had been
approved by the hospitals research committee. The researcher also communicated to all
potential AIN participants in person and provided information on the research. AINs were
reminded that if they had already completed the questionnaire electronically, they should not
complete the questionnaire in hard copy. Only AINs working a morning or afternoon shift
were recruited in line with RN recruitment. This study was exploratory, and a sample size
was not calculated. On the six wards there were a total of 202 AINs working during the data
collection phase of this research and the 79 included AINs represents 39% of the population.
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Data collection: RNs and AINs
Interested RNs who attended the information sessions were provided with an
explanation of the research and an opportunity to ask questions. Attendees were also
provided with a participant information sheet and they were invited to collect a questionnaire
as they departed the information session if they wished to participate in the research. During
the education session RN participants were reminded that they did not need to participate in
the research.
AINs were provided with a participant information sheet and a copy of the survey when
the researcher made contact with them in person. During this communication AINs were
provided with an opportunity to ask questions as needed. AIN participants were also
reminded that they did not need to participate.
All participants were instructed to return the questionnaire to the locked box located in
the staffroom on each ward if they chose to participate. The locked boxes were cleared every
three days over a three-week period by the researcher. AINs who completed the
questionnaire electronically were provided electronic versions of these documents.
The following information was outlined to all participants regardless of the format in
which they completed the questionnaire:
1. The purpose of the study
2. Written documentation surrounding data collection and analysis (see Appendix 1 –
Phase one RN questionnaire; Appendix 2 Phase One AIN questionnaire [pen and
paper version]; and Appendix 3 Phase One AIN questionnaire [electronic version] )
3. The independent nature of this study, in that participation was voluntary and
participants were able to withdraw any time prior to submission of the questionnaire.
As the responses to the questionnaires were anonymous, once they had been
submitted it was impossible to withdraw any results.
4. Choosing to participate or not would not impact on their working situation where the
research occurred.
5. The research documents will be kept securely in a locked fining cabinet at the
researcher’s office. At the conclusion of the study in accordance with the NHMRC
regulatory guidelines the researcher will permanently delete all materials from the
hard drive of the computer used to store and analyse the data. Following the
mandatory 5-year period all materials will be destroyed.
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Setting
Data were collected at a large tertiary teaching hospital in metropolitan WA across 6
wards that included medical, surgical and rehabilitation specialities. This hospital was chosen
as it employed a large number of AINs. This site employs in excess of 2,000 nursing staff
(Hospital communication, 2018) 5 full time AINS, 38 AINs on a casual hospital pool basis,
with a further 30 AINs per day employed from local nursing agencies across a variety of
acute care wards (Hospital communication, 2018). This enabled the comparison of data from
both RNs and AINs working in the same acute care setting. Furthermore, it allowed for
comparisons between the RN and the AIN employed by the hospital as well as those AINs
employed by external agencies.
Allocation of the AIN to specific wards in the health service was based on clinical
needs. The five full time AINs who were employed by the hospital were usually allocated to
the one ward however, they were rotated to other wards as need demanded. All casual AINs
(pool and agency/labour firm) were allocated to wards from a centralised nursing
management department. Allocations of AINs was on a ‘needs basis’ rather than the skills of
the AIN being considered for the clinical environment to which they are being allocated.

RN Survey
The questionnaire completed by RNs contained five sections. Section one consisted
of 18 questions related to the delegation attitudes of the RNs, which refers to the RNs’
feelings, opinions or behaviour (Price, 2015) when delegating activities to the AIN. This
section utilised Krein’s (1982) delegation questionnaire and was adapted for this research to
contextualise it to the WA nursing environment. Krein’s delegation tool has been used in a
variety of research areas including nursing and for measuring nurses’ attitudes towards
delegation (Kaernested & Bragadottir, 2012; Kim et al., 2016; Sabri Gassas, 2017;
Tomasdottir & Geirsdottir, 1998). Approval for use of this tool was received from the
American Management Association 10th July 2017. The 18 questions covered aspects such
as how the RN views delegation, their perception of the skills and abilities of the AIN to
whom they delegate, their perceptions about their own role as a nurse and the role of
delegation in their work practices. Participants were asked to rate the level to which they
agreed or disagreed with the statements from strongly agree (1), to strongly disagree (4). A
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score was tallied for each participant with individual scores for each question ranging from 14. Total scores ranged from 27 to 63 and scores, scores above 46 considered positive.
Question 4, 12 and 17 were reversed scored. Krein (1982) suggests that a participant who has
a positive attitude towards delegating will have a high total score, whereas participants with a
low total score have a negative attitude towards delegating.
The second section consisted of seven questions and focussed on the risk assessment
that the RN completes when delegating nursing care to an AIN. This was developed using
the factors a RN must consider prior to delegating an activity to the AIN as outlined by the
Nursing and Midwifery Board of Australia’s A national framework for the development of
decision-making tools for nursing and midwifery (NMBA, 2007). These questions were
developed by the researcher to determine whether the RN undertakes the required risk
assessment when delegating nursing activities to the AIN in compliance with the NMBA
guidelines for decision making. Participants were asked to rate their response on a fourpoint Likert scale from always (1), most of the time (2), some of the time (3), never (4).
The third section was a list of 15 nursing activities developed from the document
Assistants in Nursing- Duties and Competencies Operational Directive (Department of
Health, 2019) which is mandated for use in the state of WA in which the study was
conducted. This list included activities approved under this directive such as performing and
recording patients’ observations; attending to hygiene needs; and mobilising of patients. In
addition, the list of nursing activities in the questionnaire also includes items that are not on
the approved list such as starting intravenous lines, tasks which have been found to have been
completed in other studies looking at the work of the AIN in acute care hospitals (Algoso &
Peters, 2012; Blay & Roche, 2020; Cowan, Brunero, et al., 2015; Cowan, Frame, et al., 2015;
De Vliegher et al., 2016; James et al., 2010; Loft et al., 2017; Roche et al., 2016; Roche et al.,
2017; Tardivel, 2012; Whiffin et al., 2018; White et al., 2015). The list also includes
activities that are clearly stated in the directive that should not be undertaken by an AIN such
as cutting of nails and pre-operative shaves (Department of Health, 2019).
The review of the current literature allowed the researcher to measure what is known
and unknown in relation to delegated activities to the AIN and provided the theoretical
framework for the instrument and item formation. The question used a 4-point Likert scale
which ranged from always (1), sometimes (2), rarely (3), never (4) to identify how often the
AIN completes the tasks listed. This allowed the researcher to identify activities that are
being delegated to, or completed by, the AIN of which RNs are aware.
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Finally, five questions relating to demographic data and the RNs’ work history were
posed. These questions related to gender, age, work experience, location of work and level of
education. In addition, this section invited the RN to express interest in participating in an
interview to discuss their experiences with delegation further with the researcher during
Phase Two of the study.

AIN Survey
This tool was developed by the researcher and had three sections. The first section
aimed to investigate the experience of the AIN working in the acute care environment in
relation to the delegation of nursing tasks to the AIN and the level of support and supervision
that they received during the delegation process. The questions in this section were
developed based on common themes that were repeated in the literature, providing face
validity for the tool (Messick, 1995). They included areas such as the AIN knowing what
needs to be done during the shift (Bellury et al., 2016; FurÅker, 2008), receiving delegations
from more than one RN, being provided with time to complete delegated activities (Bellury et
al., 2016; Potter et al., 2010) and being supported and supervised to complete the delegated
activity (Huang et al., 2011; Saccomano & Pinto‐Zipp, 2011). The AIN was asked to
respond to the statements on a 4-point Likert scale from ‘all shifts’ (1), ‘most shifts’ (2),
‘some shifts’ (3), to never (4).
The second section asked the AIN to identify how often they completed the 15 tasks
listed and was the same list of ‘nursing activities’ used in the RN instrument outlined above
in 4.6.3. The question used a 4-point Likert scale which ranged from always (1), sometimes
(2), rarely (3), never (4) to identify how often the AIN completed the tasks listed. As
mentioned previously, this enabled the researcher to identify the frequency with which AINs
undertake certain tasks and whether there are any tasks they undertake which are beyond
those outlined in the AIN job description (Department of Health, 2019).
The third section asked six demographic questions relating to gender, age, length of
service, level of education, and whether the participant is a RN or EN student. AINs were
also invited in this section to express interest in participating in an interview to discuss their
experiences with delegation further with the researcher during Phase Two of the study.
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Reliability and face validity of the Questionnaires
Mosier (1947) and Nevo (1985) suggest questionnaires should be assessed via pilot
testing to ensure that they are practical and pertinent to the phenomena under study. That is,
the test needs to ‘appear valid’ (Nevo, 1985). Pilot testing is implemented to highlight any
uncertainties or misinterpretations that participants may have about a questionnaire or
methods used (Schneider, 2007). This allows for corrections to be made prior to its final
implementation (Whitehead & Elliott, 2016). Face validity requires the questionnaire to be
considered in relation to clarity of meaning, perceived accuracy and acceptability, relevance
of construct, perspective and rate of accurate completion (Claire & Philip, 2017; Thomas et
al., 1992). Test-retest reliability allows the researcher to assess the stability of the
questionnaire on more than one occasion (Weng, 2004). The face validity and reliability of
the RN and AIN questionnaires are reported in the next section. Reliability was assessed
using test-retest and Cronbach alpha when appropriate.

4.5.7.1 RN face validity and test-retest reliability

Face validity was determined the RN questionnaire with two open ended questions
requesting feedback from the participants. The first question asked the participants to
comment on the wording and formatting of the questions contained within the questionnaire;
the second question allowed the participants to comment on any other aspect pertaining to the
questionnaire.
Test-retest in this situation assessed the responses at two different points in time
(Berchtold, 2016) and the stability of an assessors’ scores over time. When assessors’ scores
are stable and low error variances are present then evidence of test-retest reliability can be
assumed (Berchtold, 2016).

RN questionnaire face validity and reliability was performed in February 2018. A
flyer was placed in the staffroom and interested participants were asked to attend an
education session explaining the pilot testing. A group of 35 RNs which included 10
academics who hold a RN qualification, and 25 RNs working in the acute care environment
attended the education session. The National Statement on Ethical Conduct in Human
Research (2018) states that respect for participants needs to be demonstrated especially when
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the participants may be known to the researcher [4.3.9]. To avoid attendees feeling coerced
to participate in the pilot test as they were known to the researcher the administration of the
pilot testing was completed by a colleague who volunteered their service in response to an
email sent by the researcher. This colleague did not know the attendees. A verbal
explanation of the purpose of the face validity and reliability testing was provided, and
attendees were able to ask any questions. Interested participants were provided with written
information detailing the research project (Appendix 4). They were also provided with a
questionnaire pack. This pack included one face validity questionnaire and one set of testretest questionnaires. The retest questionnaires were coded so that they could be matched at a
later date for testing purposes (Appendix 4).
Participants were made aware that their responses would not be included in the results
of the main study. In addition, by participating in the testing they would be precluded from
participating in the main study to avoid any potential bias that may be caused by respondents
completing a questionnaire that they had previously seen.
RN Face validity
Participants were instructed to place the questionnaire in the envelope provided and
place in the box at the front of the room if they wished to participate. Consent was assumed if
the questionnaire was returned. A total of 28 (80%) [6 academics and 19 RNs working in the
acute care environment] participants completed the pilot survey.
The researcher established that the items within the RN questionnaire were
comprehensible, non-ambiguous and pertinent to the phenomena under study. Two of the
participants were concerned that all the items in the first question had a negative focus. This
is the wording in the original tool created by Krein (1982) so could not be changed. There
was 100% agreement with the wording of question two. One participant suggested the
inclusion of other tasks in question 3 of the survey such as feeding. The 15 activities chosen
represent a cross section of activities from the operational directive rather than an exhaustive
list. As the format of this question was part of the study design it was determined that there
was no need to add further tasks an AIN may complete.
RN test-retest reliability
Participants were instructed to place the completed questionnaire in the envelope
provided and place in the box at the front of the room. It was explained that they should
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complete and return the ‘retest’ questionnaire after seven days using the stamped envelope
which was addressed to the researcher Consent was implied if the questionnaire was
completed and returned.

RN test-retest reliability results
To determine test-retest reliability of the RN questionnaire a Weighted Kappa using
the two composite scores as outcome variables, were calculated. Weighted kappa (Kw) with
linear weights (Cicchetti & Allison, 1971) was completed to determine if there was
agreement between the RNs judgement on day one and day seven for questions in the
questionnaires. For interpretation purposes, a Kappa (and weighted Kappa) scale was used
(poor, <0.40; fair to good, 0.40–0.75; excellent, >0.75) (Fleiss et al., 2003).
The 19 RNs who were working in the acute care environment and who had responded
to the face validity testing all completed the retest. The results of the kappa and weighted
kappa are presented in Appendix 6. Question one reported the RNs’ attitude to delegation on
a 4-point Likert scale (strongly agree, agree, disagree, strongly disagree). The strength of
agreement for question one was ‘excellent’ for all sub-questions except 7 and 18 which had a
‘fair to good’ strength of agreement (Fleiss et al., 2003). Question two reported the RNs
completion of a risk assessment when delegating to the AIN on a 4-point Likert scale
(always, most of the time, some of the time, never) and had an ‘excellent’ agreement.
Question three reports the activities an RN delegates to the AIN on a 4-point Likert scale
(always, sometime, rarely, never) and has an ‘excellent’ agreement’ for all activities except
for ‘recording urine output on a fluid balance chart’ which had a ‘fair to good’ strength of
agreement (Fleiss et al., 1981).

4.5.7.2 AIN face validity and test-retest reliability

The AIN questionnaire was piloted with 45 AIN students who responded to a flyer
inviting them to participate in the pilot test to determine face validity following the same
process as the RN questionnaire, in March 2018. This group of students were not known to
the researcher. The AIN students attended an education session where the researcher
explained the purpose of the pilot testing. A verbal explanation of the purpose of the face
validity and reliability testing was provided, and attendees were able to ask any questions.
Interested participants were provided with written information detailing the research project
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(Appendix 5). They were also provided with a questionnaire pack. This pack included one
face validity questionnaire and one set of test-retest questionnaires. The retest questionnaires
were coded so that they could be matched at a later date for testing purposes (Appendix 5).
Participants were made aware that their responses would not be included in the results
of the main study. In addition, by participating in the testing they would be precluded from
participating in the main study to avoid any potential bias that may be caused by respondents
completing a questionnaire that they had previously seen.
AIN Face validity
Participants were instructed to place the completed questionnaire in the envelope
provide and place in the box at the front of the room if they wished to participate. Consent
was assumed if the questionnaire was returned. Thirty- three (73%) AINs completed the pilot
test in its entirety looking at face validity. The researcher established that the items in the
AIN questionnaire comprehensible, non-ambiguous and pertinent to the phenomena under
study. There were no suggestions made by the participants on how to improve the
questionnaire.
AIN test-retest reliability
Participants were instructed to place the completed questionnaire in the envelope
provided and place in the box at the front of the room. It was explained that they should
complete and return the ‘retest’ questionnaire after seven days using the stamped envelope
which was addressed to the researcher. Consent was implied if the questionnaire was
completed and returned.

AIN test- retest reliability results
Twenty-six (57%%) AINs completed the test-retest in its entirety. The results of the
kappa and weighted kappa are presented in Appendix 7. Question one reported the AINs’
experiences when the RNs ask them to care for patients during a shift on a 4-point Likert
scale (all shifts, most shifts, some shifts, never). The strength of agreement for sub questions
3 to 6 and 8 was ranked as ‘excellent’ and sub questions 1,2 and 7 was ranked as ‘fair to
good’ (Fleiss et al., 2003). Question two reported the activities an AIN completed when
working in the acute care environment on a 4-point Likert scale (always, sometime, rarely,
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never). All activities ranked ‘excellent’ except for activities 1 to 3 which were ‘fair to good’
(Fleiss et al., 2003).

4.6.6.3 RN Questionnaire – Internal Consistency Cronbach’s Alpha

A Cronbach’s Alpha was calculated on the first question which used the tool created
by Krein (1982). A Cronbach’s Alpha was not calculated on the two other questions as
question two related to a process and question three was concerned with tasks that a RN may
delegate to an AIN. A Cronbach’s Alpha tests the internal consistency of Likert-scale
questionnaires. In Likert-scale questionnaires each item is compared simultaneously with all
other items (Cronbach, 1951). The Cronbach’s Alpha for question 1 was 0.875 (n = 19).
Cronbach (1951), suggests internal consistency is achieved with an Alpha of >0.70. This
result is similar to Cronbach’s computed in a study by Kaernested and Bragadottir (2012)
0.786 (n = 71), although the tool in their study was a modified version of the original which
was used in this research.

Data Analysis
The characteristics of the cohort (RN and AIN) and the items of the questionnaires
were described using descriptive statistics, including mean and standard deviation (SD), or
median and interquartile range (IQR) expressed as 25th and 75th percentile for continuous
variables. Numbers and percentages were reported for categorical variables. The data in
phase one of this research was treated as nonparametric as the data was ordinal (Corder &
Foreman, 2014). Comparisons between demographic characteristics of the RN and AIN with
the questionnaires were assessed using Mann Whitney U when there were two groups, and
Kruskall Wallis-H tests (when more than two groups occur). When required, following
identification of a significant difference with results generated from a Kruskall Wallis-H test,
post hoc analysis was performed via Mann Whitney-U tests with a Bonferroni adjustment.
The information collected during phase one guided the development of the questions for the
semi-structured interviews in phase two.
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4.6 Phase Two: Method
Phase two consisted of interviews with RNs and AINs. Semi-structured interviews are
where the interviewer has prepared a list of topics to be explored with certain questions asked
on each topic. The nature of semi-structured interviews allows conversation to develop insitu
that is not possible in more structured interview formats such as the closed interview (Irvine
et al., 2013). These semi-structured interviews provided the researcher with the opportunity
to explore in greater detail the results from phase one. The objective of this phase was to:
1. To describe the process RNs undertake when delegating activities to an AIN.
2. To determine the factors RNs consider when delegating activities to an AIN.
3. To determine the factors an AINs considers when accepting or refusing a
delegation from a RN.
4. To identify the strategies which support AINs when undertaking a delegated
activity.
5. To determine the relationship between the RNs’ attitude and delegation
practices.

Interview schedule
The interview guide was developed following a thorough review of the literature
regarding delegation and an analysis of the data obtained in Phase one of the research.
Questions were also developed to ensure that the research questions were able to be
answered. These questions served as a basis for the interviews however, each participant’s
answers were probed to fully explore the RN’s delegation practice. No questions needed
changing during the course of the interview. Turner (2010) suggests that an interview guide
encourages the researcher to instinctively accept their own presumptions. Additionally, an
interview guide aims to ensure consistency between the interviews which will enhance the
rigour of this phase of the research (see Appendix 8 and Appendix 9 for copies of the
participant information form, consent form, and the semi-structured interview schedule for
the RN and the AIN respectively).
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Sample selection and sample size
The participants in the second phase of the research were identified if they responded to
the invitation to interview question in phase one of the study and gave consent for the
researcher to make direct contact with them. Interested participants were contacted by phone
to arrange a suitable time for interview. In order to understand delegation practices across the
experience spectrum the researcher contacted interested participants in all included wards to
ensure interviews were undertaken with a range of nurses from different wards and with
different length of service details. Interviews were conducted at an office within the hospital
where this research was conducted. Participation information forms were provided to the
interview participants and consent forms were completed by the participants (Appendix 8 and
9).
A total of 12 RN and 11 AIN interviews were completed. Polit and Beck (2013)
suggest that saturation is achieved when ‘a sense of closure is attained because new data yield
redundant information’ (p.742). The first six participants for both the RN and AIN
interviews provided new data. The remaining RN and AIN interviews supported and
explained the previous interviews. Therefore, data saturation was achieved with 12 RNs and
11 AINs as no new information was obtained from the latter interviews, and any further
interviews were like to provide the same information.

Data Collection, Phase two
The interviews enabled the researcher to clarify responses in phase one and to obtain a
greater understanding of the delegation practices that exist between the RN and the AIN. The
interview questions allowed for a more focussed approach. Questions were structured to
allow the participants to explore their delegation practices and permitted the researcher to
clarify further any areas of interest identified in phase one. The interviews were digitally
recorded following consent from the participants and transcribed verbatim by the researcher.
Transcripts were returned to the participants for member checking to safeguard accuracy of
content and integrity of the data (Krefting, 1991; Polit & Beck, 2013). Member checking
helped to guarantee that the interview scripts were a true reflection of the interview (Creswell
& Plano Clark, 2011; Krefting, 1991; Polit & Beck, 2013).
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Data Analysis
Thematic analysis was used to analyse the interview transcripts. Thematic analysis is a
‘‘systematic, replicable technique for compressing many words of text into fewer content
categories based on explicit rules of coding’’ (Stemler, 2001, p. 1). Thematic analysis is a
technique employed for recognising, examining and conveying patterns within data (Braun &
Clarke, 2006; Terry et al., 2017). It is a method of arranging and depicting a data set in ‘rich’
detail (Guest et al., 2011; Nowell et al., 2017). Furthermore, it helps the researcher to
decipher several attributes of the phenomena (Boyatzis, 1998), which allows for synthesis of
meaning to occur (Guest et al., 2011). The six steps of thematic analysis suggested by Braun
and Clarke (2006) was used for this research using both an inductive and deductive approach.
These steps are discussed below:


Step one is associated with becoming familiar with the data. This comprised reading
and re-reading the data whilst recording initial thoughts and ideas (Braun & Clarke,
2006; Guest et al., 2011). The researcher was directly responsible for the data
collection and transcription therefore, had a strong understanding of the data. The
researcher listened to each recording once prior to transcribing, no notes were taken
during this process to allow me to actively listen. Next the researcher manually
transcribed the interviews directly following the playback, followed by then reading
the transcript multiple times and completing a reflective journal entry on thoughts and
feelings of the data.
An excerpt from the journal following this process for AIN 5
“Interesting comment regarding their feelings of working in a silo. This lack
of belonging is becoming more evident as the interviews progress.”



Step two related to the generation of primary codes across the data and assembling
data relevant to each of these codes (Braun & Clarke, 2006). A code recognises a
characteristic of the data that seems interesting to the researcher. It is a label that the
researcher attaches to a phrase or short sequence of text that is being analysed.
Boyatzis (1998) suggests a ‘code’ is the most basic fragment of the raw data that is
able to be evaluated in a significant way regarding the phenomena. A researcher
‘codes’ their data whilst they group the data into meaningful categorises (Tuckett,
2014). The coding process was conducted in a Microsoft word spreadsheet. This
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permitted preliminary codes to be written next to the content in colours specific to a
preliminary code. For example:
If you have a known quantity and you have a (c1) Knowing an AIN makes it easier to
relationship with the person you don't need to delegate for the RN
investigate too much on your delegation
because you're familiar with that person you
have a rapport with them you know what they (c4) RNs delegate low stake activities first
can do versus if you've never met the person and progress to more advanced activities
before then you could quite probably delegate to check
the simplest of tasks initially but then explore
more complex tasks.
…Yea, yea or I'd check with my colleagues to I
might say I've never worked with someone so
before what I'm I'd probably check with them and
get a bit of a heads up yea on what they can do

(c6) check with others to work out
abilities

and what they can't do their strengths and
weaknesses

Figure 4.3 Excerpt of the preliminary coding process of RN2’s interview transcript.


Step Three occurred once all the data had been coded and a catalogue of various
codes became evident in association with the data set (Braun & Clarke, 2006).
During this step the researcher began to group together different codes into possible
themes and collate the extracted data under these themes. The aim at this point was
for the researcher to construct overarching themes and associated sub-themes which
are derived from the participants message (Braun & Clarke, 2006; Guest et al., 2011).
An example of how the codes were initially grouped together is displayed in Figure
4.3.
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Knowing an AIN
makes it easier to
delegate for the
RN

Work closely with
the AIN to identify
abilities

Understanding
the AINs ability

check with others
to work out
abilities

RNs delegate low
stake activities first
and progress to
more advanced
activities to check

Figure 4.4 Excerpt of grouping of codes into themes.


Step four is where themes were further appraised and refined. At this point some of
the themes evolved or disappeared depending upon the data available to support them.
The purpose of this step helped to ensure that the identified themes precisely reflected
the significances presented in the data set completely (Braun & Clarke, 2006).
During this phase it was identified that the themes evolved into overarching themes
with subthemes and categories. The except provided in Figure 4.3 above evolved into
a category of a subtheme during this phase following further review. It was identified
that there were intrinsic and extrinsic factors that impact an RNs decision to delegate
to the AIN and understand the AINs’ ability was one category. During this phase the
names of the themes changed to better reflect the data. An example of this is
displayed in Figure 4.4.



Step five was associated with defining themes and articulating what the theme was
essentially about (Braun & Clarke, 2006). The researcher began this step once a
comprehensive map of the data had been prepared. Braun and Clarke (2006)
suggested that at this point the researcher needs to be able to discuss how the themes
and sub themes fit together to explain the phenomena in question and answer the
research questions. During this step the researcher considered the names that the
themes will be allocated during step six. Figure 4.5 displays the RN themes and
subthemes identified from the data (Appendix 13). Figure 4.6 displays the AIN
themes and subthemes identified from the data (Appendix 13).
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Figure 4.5 Renaming of themes and sub-themes


Step six occurred when the researcher had developed a comprehensive list of clearly
defined themes, sub themes and categories. Braun and Clarke (2006) identify that the
separation between the fifth and sixth step is often blurred and often these steps occur
concurrently. Writing up of themes and the associated report was commenced at this
stage. This is where the ‘story’ of the data was presented which assured the audience
of the validity and reliability of the completed thematic analysis (Braun & Clarke,
2006). Furthermore Braun and Clarke (2006) recommend that themes should build on
one another however they need to remain unique from other themes and capable of
telling their own story if removed from the other themes. The theme ‘Factors
impacting the nurses decision to delegate’ was reported first, as it sets the scene for
the rest of the analysis. The second theme ‘Understanding the Scope of Practice of
the AIN’ naturally built on the first. This theme introduced the problems RNs have
with understanding the AINs SOP and the issue of making inappropriate delegations.
The final theme reported for the RN findings was ‘Information exchange’ as this sits
parallel to both themes mentioned above. The researcher presented along with the
narrative, compelling supportive examples of the identified issues to make a strong
argument in relation to the research questions (Braun & Clarke, 2006). As suggested
by Braun and Clarke (2006) this process was not completed in a linear fashion but
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rather it was a repetitive process with the researcher moving back and forth between
these steps so that a strong analysis was conducted.

Trustworthiness
According to Graneheim and Lundman (2004) the trustworthiness of the research is
impacted by the activity of the researcher. The trustworthiness of the qualitative data in this
study was preserved by the researcher undertaking self-reflection, the creation of audit trails
and confirmation of data interpretation with all three PhD supervisors. These activities
contributed towards the overall trustworthiness of the study.
Braun and Clarke (2006) describe reflexivity as the appraisal of one’s self in research.
Furthermore, it is the researcher accepting their own ‘situatedness’ within the research and
how this may impact the participants engaging with the study, the questions being posed, the
way the data is collected and how the researcher decodes the data (Berger, 2015). The aim of
reflexivity in research was to monitor the effects of the researcher’s personal characteristics
including ethnicity, culture, emotional responses and political beliefs (Bradbury-Jones, 2007;
Hamzeh & Oliver, 2010; Horsburgh, 2003). The researcher’s biases, values and judgements
were clearly identified and acknowledged so that when the data was being prepared for
presentation these were taken into consideration (Creswell, 1998).

Reflective practices were undertaken by the researcher throughout the data analysis.
This process encourages safeguarding of the truth in the research process (Mortari, 2015).
The use of a journal through the data analysis phase of this research enabled the researcher to
write thoughts and feelings associated with the struggle of not being able to ask further
questions or clarify concerns during data analysis (Hendricks, 2017). The following example
from the researchers diary highlights the concerns:

“I am finding it frustrating to not go back and ask further questions to clarify some
of my questions and the RNs responses. I listened to the recordings again for RN12
and although there was a lot of laughter during the interview about how they
determine if the AIN has the ability to complete a task or not, I need to be aware to
not consider this laughter. Is this nervous laughter as they are a NQN or is it
something else?’
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In this situation it was decided to focus on the spoken word and adhere to the line by line
coding as suggested by Charmaz (2009) to prevent and any bias from being included in the
analysis. Whilst it was justified to omit sounds such as laughter when analysing the interview
data it is appreciated that language is more than just the spoken word (Trouvain & Truong,
2017). Reflective practices outlined by Moon encouraged the researcher to be aware of her
own impact, biases and beliefs on the research process and how this potentially impacted on
the outcomes of the research (Moon, 2007). In addition, an audit trail was maintained by
following the stages of qualitative data analysis from initial coding, interpretation and
thematic development and interpretation (Annells & Whitehead, 2007).

Ethics Approval
Ethical approval for phase one and phase two of this project was obtained from Edith
Cowan University HREC 20129, and the participating health service HREC,
RGS0000000675. This research was considered low risk. However, as suggested by
Parahoo (2014) ethical implications and considerations should occur at each phase of the
research and it is important to ensure the protection of human participants against harm. The
National Statement on Ethical Conduct in Human Research (NHMRC, 2018) [Australia]
provides researchers with guidelines on the ethical conduct of research with human
participants. The National Statement highlights the principles and values of respect for
human beings, research merit and integrity, justice and beneficence for ethical research
conduct. The application of these principles during this research are outlined in Table 4.6
Phase two required a consent form in accordance with the National Statement on
Ethical Conduct in Human Research (National Health and Medical Research Council, 2007).
Interview participants were only contacted after they had provided their contact details in the
initial questionnaire. A second participation information sheet/consent form was provided.
Written consent was obtained from all interview participants. Participants who agreed to
being interviewed in phase two of the study were informed that they had the opportunity to
withdraw from the study at any time until publication of results in accordance with the
National Statement on Ethical Conduct in Human Research (National Health and Medical
Research Council, 2018). Participants were also informed that there were no risks anticipated
with them completing the questionnaire or the interviews see Appendix 1, 2, 8 and 9.
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Data storage Phase One and Two
All data is stored securely in a locked filing cabinet in the researcher’s secured office at
their university for a period of five years from publication of findings (National Health and
Medical Research Council, 2007). Digital data is stored on a password protected computer
and on One Drive. At the conclusion of the study, the researcher will permanently delete all
materials from the hard drive of the computer used to store and analyse the data. Electronic
materials are stored on a data storage device and securely stored with hard copies of the
research materials for the five-year period prescribed by the NHMRC. At the conclusion of
the mandatory storage period, the materials will be destroyed (National Health and Medical
Research Council, 2007).
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4.1 Table Principles and values of respect for human beings as applied to this research.
Described as:
Research merit and The level of merit which can be achieved
integrity
through the conduction of the research, the
integrity of the researchers conducting the
research, and the justification of ethical
human involvement in the research
(National Health and Medical Research
Council, 2018).

Justice

Research that ensures fairness in regards to
the recruitment, participation of participants
and benefits that may arise from the
research (National Health and Medical
Research Council, 2018).

Applications of principles in this research
 Study was based on a thorough review of the literature.
 The research design was appropriate for achieving the aims of
the objectives in order to significantly contribute to the existing
body of knowledge surrounding the topic.
 The supervisory team has extensive experience, qualifications
and competence in this area of nursing research.
 The researcher is committed to searching for knowledge and
understanding of the delegation practices between RNs and
AINs in the acute care environment.
 The study protocol and principles of mixed methods research
were adhered to during the research.
 Pilot study – recruitment of potential participants to information
sessions was via flyers. Interested RNs and AINs attended on a
voluntary basis.
 Pilot study – the researcher was known to the potential RN
participants so to reduce participants feeling coerced to
participate a colleague of the researcher who was not known to
the participants administered the pilot study.
 Pilot study – the researcher was not known to the AIN
participants and did not have a power relationship with them. A
professional relationship was maintained at all times and no
deviations from this relationship occurred.
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Table 4.1 Principles and values of respect for human beings as applied to this research.
Justice (cont.)

Beneficence

Research study – the researcher was not known to the RNs
on the four wards where she held information sessions for
interested participants and did not have a power relationship
with them. A professional relationship was maintained at all
times and no deviations from this relationship occurred.
 Research study on wards where the staff development nurses
conducted the information sessions – all participants
attended voluntarily. Attendees at these sessions were
reminded that participation was voluntary and deciding not
to participate would not impact their relationship with the
hospital or the research staff.
 Research study – only participants who wished to be
interviewed provided their contact details in phase one of the
study.
 The burden and benefits of participation aimed to be equal to
both RN and AIN participants.
Participation in all phases of this research was voluntary and the
researcher implemented measures to reduce pressure and
coercion of participants by those in roles of power.
Participants were informed that there were no specific benefits to
the research for them individually except a greater understanding
of their delegation practice.
It was identified that this research was low risk by the ethics
committee. However, participants may have been
inconvenienced when taking the time to complete the
questionnaire or engaging in the interview. In addition, there is
always a risk of discomfort associated with anxiety during the
interview.


The benefit of the research must outweigh 
any potential risks. Research must be
designed to minimise risks or harm to
participants. Potential risks and benefits are 
clearly explained for the participants.
Researchers must put in place strategies to
protect the welfare of the participants 
(National Health and Medical Research
Council, 2018).
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Table 4.1 Principles and values of respect for human beings as applied to this research.
Beneficence (cont.)

Respect



Respect for human beings in research 
requires the researcher to abide by the
principles of justice, beneficence and
research merit and integrity. It also requires 
the research to holistically respect and
protect participants (National Health and
Medical Research Council, 2018).
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The anticipated benefit from participation is the knowledge and
understanding regarding delegation practices for the facility
where this research occurred, RNs and AINs as a whole and the
patients.
Participation in all phases of this research was voluntary and
interview participants were free to withdraw from the study if
they were concerned with cultural sensitivities.
No cultural sensitivities were anticipated by the researcher in
relation to the aims of this study. The aims of the interviews
were to gain an understanding of delegation practice and not
personal cultural issues.

4.7 Summary
In this chapter, the research questions were presented alongside the research design,
research instrument, sample, setting and participants. The research methods used to collect
data for the pilot test and the main study were provided. The participants involved at each
phase of the research including pilot testing were outlined (see Figure 4.2). Methods to
address face validity and reliability were discussed. The methods used for data analysis were
described and were followed by sections on trustworthiness of the research and ethical
considerations.
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5 Quantitative Results
In this chapter, the results of the quantitative data collection are presented in two
sections. The first section provides the results from the RN participants. The demographic
data is presented followed by an analysis of the responses provided by the RNs to the
questions posed in their questionnaire. Similarly, the second section presents the
demographic data of the AIN participants followed by an analysis of the responses to the two
questions posed in their questionnaire.

5.1 Questionnaire Results: RN
RN Demographic Data
RNs from six acute wards were asked to participate in this research, none of these
RNs were involved in the pilot testing of the questionnaires nor was any of the data from the
pilot testing included in the results presented here. Of the 137 RNs who were invited to
participate 100 (72.9% response rate) completed the questionnaires. The RNs in this study
had a mean age of 36 years (SD 10.4) and most were female (n = 90, 90%). The majority of
the participants (n = 48, 48%) had been working as an RN for more than 5 years, with almost
a quarter (n = 24, 24%) being new nurses with less than one year experience. Most of the
participants (n = 70, 70%) had been working with AINs for more than 3 years. Three
quarters (n = 75, 75%) had completed an undergraduate degree in Nursing with nearly onefifth (n = 17, 17%) having completed a post graduate qualification. The postgraduate
qualifications included graduate certificates, graduate diplomas, master level qualifications,
and one participant held a Doctor of Philosophy (see Table 5-1).
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Table 5.1 Demographic Data: RNs
Demographic Data

N = 100

Gender
Female
Male

89
11

89
11

Age
<25
25-30
>30-35
>35 - 40
>40
No response

24
28
12
11
17
8

24
28
12
11
17
8

Years working as a RN
0-6 months
7-12 months
1-2 years
3-5 years
More than 5 years

10
14
11
17
48

10
14
11
17
48

Years working with Assistants in Nursing
0-6 months
>7-12 months
1-2 years
>3-5 years
More than 5 years

15
7
8
30
40

15
7
8
30
40

Highest level of education
Hospital certificate/ Diploma
Undergraduate Degree
Post Graduate Degree

8
75
17

8
75
17

%

Nurses’ attitudes towards delegation
The RNs were asked to rate their agreement with 18 statements that related to their
attitudes towards delegation. The sum of the scores was calculated and scores ranged from
33 to 63. A low score indicated a negative attitude towards delegating, whereas a high total
score indicated a positive attitude towards delegating. Descriptive statistics were calculated
and are displayed below in Table 5-2 and Table 5-3 respectively.
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Many RNs (n = 80, 80%) delegated routine tasks to the AIN but felt they needed to
complete activities that required higher order thinking themselves. Most RNs (n = 72, 72%)
felt in control when delegating; agreed that they have plenty of time to delegate (n = 65,
65%); believed that delegation saves them time (n = 82, 82%); and were not concerned that
by delegating their work would become less rewarding (n = 86, 86%). RNs (n = 72, 72%)
were of the belief that the AINs were committed staff members and the delegated activity
would be completed as ‘well as I would do it’.
Nearly all (n = 90, 90%) of the RNs responded that they delegated clearly and
concisely to the AIN explaining exactly how the task was to be completed and were
disappointed when a delegated task was not completed in the manner they expected (n = 61,
61%). Just over half (n = 53, 53%) stated that they did not delegate as much as they liked as
the AINs lacked the necessary experience to complete the delegations. However, a similar
number (n = 58, 58%) did not believe that they were more capable to complete a task than the
AIN. Less than half of the RNs (n = 43, 43%) believed that they would delegate more
despite holding the opinion that delegated tasks are never completed in a manner that they
prefer. Furthermore, some (n = 31, 31%) RNs reported that they often have to ‘re-do’ a
delegated task as the outcome was not as expected. However, the majority (n = 57, 57%) of
RNs stated that delegated tasks are completed to an acceptable standard.
The total score for the RNs suggests the nurses’ attitude towards delegation is neutral.
That is, approximately half have a ‘somewhat negative attitude’ (n = 45, 45%); and the other
half have a ‘somewhat positive attitude’ (n = 48, 48%) toward delegation. [One participant
had a ‘negative attitude’ (n = 1, 1%) to delegation and six (n = 6%) has a positive attitude.]
Further analysis was completed on these questions however, no statistically
significant differences were identified between the RN and their attitude to delegation based
on their demographic characteristics (see Appendix 10a).

68

Table 5.2 RNs’ attitude to delegation categories
Strongly
agree=4
n (%)

Agree=3
n (%)

Disagree=2
n (%)

Strongly
disagree=1
n (%)

Mean

I would delegate more, but the jobs I delegate
never seem to get done the way I want them to be
done.

3 (3)

40 (40)

47 (47)

10 (10)

2.6

I don’t feel I have time to delegate properly.

2 (2)

33 (33)

56 (56)

9 (9)

2.7

6 (6)

42 (42)

44 (44)

8 (8)

2.5

7 (7)

52 (52)

37 (37)

4 (4)

2.8

When I give clear instructions and the job isn’t
done right, I get upset.

11 (11)

50 (50)

34 (34)

5 (5)

2.3

I feel Assistants in Nursing lack the commitment
that I have. So any job I delegate won’t get done
as well as I’d do it.

2 (2)

26 (26)

54 (54)

18 (18)

2.9

I'd delegate more, but I feel I can do the task better
than the AIN I might delegate it to.

3 (3)

39 (39)

52 (52)

6 (6)

2.6

I’d delegate more but if the individual I delegate
the task to does an incompetent job, I’ll be
severely criticised.

2 (2)

42 (42)

47 (47)

9 (9)

2.6

Attitude to delegation

I carefully check on an AIN's work without letting
them know I'm doing it, so I can correct their
mistakes if necessary before they cause too many
problems.
I delegate the whole job- giving the opportunity
for the AIN to complete it without any of my
involvement. Then I review the end result.*

N= 100
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Attitude to delegation

If I were to delegate the task, my job wouldn't be
nearly as rewarding.
When I delegate a job, I often find that the
outcome is such that I end up doing the job over
again myself.
I have not really found that delegation saves any
time.
I delegate a task clearly and concisely, explaining
exactly how it should be completed.*
I can’t delegate as much as I like because the
Assistant in Nursing lack the necessary
experience.
I feel when I delegate, I lose control.
I would delegate more but I’m pretty much a
perfectionist.
I can give the Assistant in Nursing the routine
tasks, but I feel I must keep the non-routine tasks
myself.
My own boss expects me to keep very close to all
details of the work.
I work longer hours than I should.

N= 100

Strongly
agree=4
n (%)

Agree=3
n (%)

Disagree=2
n (%)

Strongly
disagree=1
n (%)

Mean

3 (3)

11 (11)

61 (61)

25 (25)

3.1

4 (4)

27 (27)

62 (62)

7 (7)

2.7

2 (2)

16 (16)

64 (64)

18 (18)

3

16 (16)

74 (74)

10 (10)

0 (0)

2.7

9 (9)

44 (44)

42 (42)

5 (5)

2.4

5 (5)

23 (23)

55 (55)

17 (17)

2.9

8 (8)

21 (21)

55 (55)

16 (16)

2.8

21 (21)

59 (59)

20 (20)

0 (0)

2

10 (10)

48 (48)

36 (36)

6 (6)

2.4

8 (8)

16 (16)

68 (68)

8 (8)

2.8

* reverse scored items
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Table 5.3 Final score: RN attitude to delegation
Score

N = 100

%

Negative attitude to delegation (24-34)

1

1

Somewhat negative attitude to delegation (35-45)

45

45

Somewhat positive attitude to delegation (46-56)

48

48

Positive attitude to delegation (57-69)

6

6

Risk assessment when delegating
The RNs were next asked to report the frequency with which they undertook different
steps in the risk assessment process before delegating a task to the AIN. Descriptive statistics
were calculated and are displayed in Table 5.4 below. The NMBA - DMF states that nurses
should always complete all steps outlined in question two prior to delegating. However, only
two thirds of the RNs ‘always’ determined if the AIN was competent (n = 67, 67%) and
confident (n = 60, 60%) to perform an activity as delegated. Nearly half (n = 52, 52%) of the
RNs ‘always’ provided appropriate supervision and support and if appropriate, education to
the AIN. Less than half (n = 46, 46%) ‘always’ completed a comprehensive health
assessment, or assessed the education, knowledge, skills and experience of the AIN prior to
delegating. Similarly, less than half ‘always’ determined if the AIN understood their level of
accountability in performing the delegation (n = 42, 42%). Only a quarter (n = 26, 26%)
reported ‘always’ determining whether there was organisational support in the form of
policies, guidelines and protocols for the performance of an activity by the AIN.
Further analysis was undertaken on the ‘completion of a risk assessment activities
delegated to the AIN’ based on demographic characteristics of the participants. No
significant differences were identified (see Appendix 10b).
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Table 5.4 Responses to RN risk assessment when delegating to the AIN
Nursing
Activity

N = 100

Complete a comprehensive health
assessment of the client needs before
delegating.
Determine if there is organisational
support in the form of local
policies/guidelines/protocols for the
performance of this activity by an
AIN.
Assess the education, knowledge, skill
and experience of the Assistant in
Nursing.
Determine the person is competent to
perform the activity safely.
Determine the AIN is confident to
perform the activity.
Determine that the AIN understands
their level of accountability in
performing the activity.
Provide appropriate supervision,
support and if needed education to the
AIN.

Always
n (%)

Most of
the time
n (%)

Some
of the
time
n (%)

Never
n (%)

46 (46)

31 (31)

18 (18)

5 (5)

26 (26)

28 (28)

34 (34)

12 (12)

46 (46)

37 (37)

17 (17)

0 (0)

67 (67)

21 (21)

12 (12)

0 (0)

60 (60)

32 (32)

8 (8)

0 (0)

42 (42)

43 (43)

12 (12)

3 (3)

52 (52)

39 (39)

8 (8)

1 (1)

Activities delegated to the AIN in the acute care environment
The RNs were asked what care activities they delegated to the AIN and to report how
often they delegated an activity on a 4-point Likert scale from always (1) to never (4) (See
page 46 for a discussion on the activities included in this tool.) The RNs reported that they
‘always’ or ‘sometimes’ delegated activities to the AIN including, showering or bathing a
patient (n = 45, 45%, and n = 53, 53%); bed making (n = 50, 50% and n = 49, 49%);
answering of call bells (n = 48, 48% and n = 46, 46%); and assisting patients to the toilet (n =
44, 44% and n = 52, 52%). Activities such as blood glucose monitoring (n = 54, 54%);
recording urine output on a fluid balance chart (n = 43, 43%); and mobilising a patient from
bed to chair (n = 61, 61%) are ‘sometimes’ delegated to the AIN. However, more than half
of the RNs (n = 54, 54%) ‘rarely’ or ‘never’ delegated the AIN the tasks of performing and
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recording patient observations (n = 23, 23% and n = 31, 31%) despite this being an approved
activity.
Activities that are not permitted to be delegated to an AIN in WA include: conducting
an ECG; starting IV lines; cutting or trimming nails; escorting a patient from operating
theatre to the ward; completing pre-operative shaves; and the preparation and administration
of medications. In most cases, these activities were not delegated to the AIN however, they
did occur on occasion. The activities most often incorrectly delegated were pre-operative
shaves and cutting of nails. Of concern were the advanced skills such as undertaking ECGs,
commencing IV lines and administering medications that were sometimes or always
delegated activities to AINs. The results are displayed in Table 5.5.
Further analyses were undertaken on associations between RN demographic
characteristics and the activities delegated to the AIN. Scores were statistically different
between the different age groups. Post hoc analysis revealed statistical differences between
RNs with more than 5 years nursing experience who were ‘always’ more likely to delegate
‘shower or bathing a client’ compared to the RN who had 1-2 years nursing experience (95%
to 1%, p = 0.01).
Similarly, a significant difference was identified between the length of nursing
experience and ‘answering a call bell’. RNs with more than 5 years nursing experience were
more likely to delegate the ‘answering of call bells’ compared to the RN with 7-12 months
nursing experience (62.5% to 21.45%, p = 0.02) and 1-2 years nursing experience (62.5% to
9.1%, p = 0.04).

Likewise, RNs with 3-5 years nursing experience were more likely to

‘always’ delegate ‘answering of call bells’ to the AIN compared to the RN with 7-12 months
nursing experience (70.6% to 21.4%, p = 0.02), and 1-2 years (70.6% to 9.1%, p = 0.04).
The RNs with 0-6 months nursing experience were also more likely to ‘rarely’ delegate the
‘escorting of a patient from theatre back to the ward’ compared to the RN with more than 5
years nursing experience (20% to 2.1%, p = 0.02).
RNs who had completed either hospital based training or a diploma level of training,
compared to the RNs who had completed an undergraduate degree, were ‘always’ more likely
to delegate ‘mobilising a patient from bed to chair’ (75% to 28%, p = 0.03) and ‘answer call
bells’ (87.5% to 37.5%, p = 0.03). The results are displayed in Table 5.6.Table 5.5
Frequency of delegated activities to the AIN working in the acute care environment
Nursing
Activity

N = 100
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Always
(%)

Sometimes
(%)

Rarely
(%)

Never
(%)

Electrocardiogram (ECG) *

0 (0)

4 (4)

1 (1)

95 (95)

Shower or bathe a patient

45 (45)

53 (53)

1 (1)

1 (1)

Blood glucose monitoring

20 (20)

54 (54)

17 (17)

9 (9)

Recording urine output on a Fluid
Balance Chart (FBC)

26 (26)

43 (43)

20 (20)

11 (11)

Starting Intravenous (IV) Lines *

1 (1)

1 (1)

3 (3)

95 (95)

Mobilise patient from bed to chair

36 (36)

61 (61)

2 (2)

1 (1)

Perform and record patients'
observations

11 (11)

35 (35)

23 (23)

31 (31)

4 (4)

7 (7)

13 (13)

76 (76)

44 (44)

52 (52)

2 (2)

2 (2)

3 (3)

3 (3)

5 (5)

89 (89)

48 (48)

46 (46)

4 (4)

2 (2)

Medication preparation *

1 (1)

0 (0)

2 (2)

97 (97)

Medication administration *

1 (1)

0 (0)

3 (3)

96 (96)

Complete pre-operative shaves*

3 (3)

15 (15)

23 (23)

59 (59)

50 (50)

49 (49)

1 (1)

0 (0)

Cutting or trimming of nails *
Assist patient to toilet
Escort a patient from Operating
Theatre to the ward *
Answer call bells

Bed making

* denotes activity not approved for completion by the AIN as per the WA Operational Directive for AINs working in the acute care
environment where this research was conducted.

74

Table 5.6 Comparison of activities delegated to the AIN by RN years of experience and education level
Nursing
Activity

Always

Sometimes

Rarely

Never

Shower or Bathe a patient
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Mobilise a patient from bed to chair
Highest level of education
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

3 (3)
3 (3)
1 (1)
9 (9)
29 (29)

5 (5)
11 (11)
10 (10)
8 (8)
19 (19)

1 (1)
0 (0)
0 (0)
0 (0)
0 (0)

Sig

15.461

0.004a

7.82

0.02a

1 (1)
0 (0)
0 (0)
0 (0)
0 (0)

6 (6)

2 (2)

0 (0)

0 (0)

21 (21)

52 (52)

1 (1)

1 (1)

8 (8)

7 (7)

1 (1)

0 (0)
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X2

Nursing
Activity

Always

Sometimes

Escort a patient from Operating Theatre back to the ward
Years working as an RN
0-6 months
1 (1)
1 (1)
>7-12 months
0 (0)
0 (0)
>1-2 years
1 (1)
0 (0)
>3-5 years
0 (0)
1 (1)
> 5 years
1 (1)
1 (1)
Answer call bells
Years working as an RN
0-6 months
2 (2)
6 (6)
>7-12 months
3 (3)
8 (8)
>1-2 years
1 (1)
10 (10)
>3-5 years
12 (12)
5 (5)
> 5 years
30 (30)
17 (17)
Highest level of education
Hospital
7
1
certificate
(87.5)
(12.5)
/Diploma
Undergraduate
29
40
qualification
(38.7)
(53.3)
Postgraduate
11
5
qualification
(68.8)
(31.2)
a

Rarely

2 (2)
1 (1)
1 (1)
0 (0)
1 (1)

2 (2)
2 (2)
0 (0)
0 (0)
0 (0)

Never

10.7

0.03a

22.61

0.00a

10.63

0.005a

0 (0)
1 (1)
0 (0)
0 (0)
1 (1)

0 (0)

4 (5.3)

2 (2.6)

0 (0)

0 (0)
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Sig

6 (6)
13 (13)
9 (9)
16 (16)
45 (45)

0 (0)

Mann Whitney U

X2

5.2 Questionnaire Results: AIN
AIN Demographics
Of the 84 AINs who were invited to participate 79 completed the questionnaires
resulting in a 94% response rate. None of these AINs participated in the pilot testing of the
questionnaires nor is any data from the pilot testing included in the results presented here.
Six participants responded via the email link with the remained completing a pen and paper
questionnaire. The AINs who participated had a mean age of 35.8 years (SD = 10.2). The
majority (n = 47, 61%) had been working as an AIN for less than three years. Over half had
completed a Vocational Education Certificate qualification (n = 41, 51.9%), almost a third
had completed an undergraduate degree (n = 22, 27.8%), and a few reported that they had
completed high school (n = 7, 9.9%). Most participants had completed an AIN Acute Care
qualification (n = 70, 88.6%), a few had completed an AIN Aged Care Certificate (n = 8,
10.1%) and one of the participants had no AIN qualification. Nearly one third (n = 26,
32.9%) were studying to be either an EN (n = 9, 11%) or a RN (n = 17, 21%) (see Table 5.7).

AINs experience with RNs asking them to care for patients during a
shift
AINs were asked to report their experience with RN staff asking them ‘to complete
nursing care for patients during a shift’. Descriptive statistics were calculated and are
displayed in Table 5.8. The majority (n = 70, 88%) of AINs reported knowing what to do on
either most shifts or ‘all shifts’ on which they worked. Similarly, most (n = 77, 97%) would
not say ‘no’ when asked to complete a delegated task. A very small number, (n = 2, 3%)
reported that they did not have enough time to complete activities on ‘most’ or ‘some shifts’.
AINs in general felt supported to complete the required work, (n = 70, 88%). More than half
(n = 45, 57%) of the AINs were supervised by the RN when completing their work, however
nearly one third (n = 31, 39%) reported that they are only supervised on ‘some shifts’ and a
few (n = 3, 4%) reported that they are ‘never’ supervised. Nearly two thirds (n = 52, 65%)
completed activities without being delegated by the RN either on ‘all shifts’, ‘most shifts’ or
‘some shifts’. Despite this, most AINs (n = 50, 63%) stated they only completed a task when
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delegated by the RN on either ‘all’, ‘most’, or ‘some shifts’. Nearly all (n = 77, 98%) AINs
know what care tasks they are allowed to perform when working; with only a few
participants (n = 2, 2%) reporting that on ‘some shift’s they do not know what care activities
they are allowed to perform.
Associations between AIN demographic characteristics and the AIN experience with
the RN’s asking to care for patients were further investigated (see Appendix 11a and 11 b).
Male AINs reported they felt more supported in their role (60% to 32.6%, p = 0.01) when
compared to female AINs. The AIN who was employed by an outside agency (labour hire
firm) compared with a hospital employed AIN rarely or never completed tasks without the
RN instructing them to do so (rarely 83.3% to 16.7%; and never 74.1% to 25.9%, p = 0.02).
Female AINs were more likely to know what care activities they could complete than were
males (67.2% to 32.8%, p = 0.04) Table 5.9.

Activities completed by the AIN in the acute care environment
AINs were asked how often they complete certain activities in the acute care
environment. Descriptive statistics were calculated and are reported in Table 5.10. The
AINs reported that they completed many routine nursing tasks in their role, either ‘most’, or,
‘some of the time’ including, showering (n = 78, 99%); assisting patients to the toilet (n = 79,
100%); making beds (n = 79, 100%); answering call bells (n = 73, 92%); performing and
recording patient observations (n = 67, 84%); and recording urine output on a fluid balance
chart (n = 60, 83%). Despite many AINs having completed routine nursing activities there
were still some AINs who either ‘rarely’, or, ‘never’, undertook activities such as, recording
urine output on a fluid balance chart (n = 13, 16%); performed patient observations (n = 12,
15%); and answered call bells (n = 6, 7%). Blood glucose monitoring is an approved activity
at the health service; however, over one third (n = 27, 34%) of AINs reported that they
‘rarely’ or ‘never’ completed this task.
Activities that are not approved by the state health department where this research
was conducted included: conducting an ECG; starting IV lines; cutting or trimming nails;
escorting a patient from operating theatre to the ward; completing pre-operative shaves; and
the preparation and administration of medications. Even though the majority of AINs
reported not completing these activities they were all completed either ‘rarely’, ‘sometimes’
or ‘always’ by some participants (to 54.4% to 94.9 %). Completing pre-operative shaves (n =
78

36, 45.6%) and escorting a patient from theatre back to the ward (n = 36, 45.6%) were the
delegated tasks most often incorrectly undertaken.
Associations between AIN demographic data and the activities completed by the AIN
were investigated further (Appendix 11c). Female AINs were more likely to complete
activities including showering or bathing of a patient (79.6% to 53%, p = 0.01) and bed
making (88.7% to 56.7%, p = 0.05) compared to male AINs. Male AINs compared to female
AINs were more likely to escort a patient from the operating theatre back to the ward (20% to
6.1%, p = 0.01).
AINs who were employed by the hospital compared to those working for an agency
were more likely to complete activities including showering of a patient (88.5% to 60.4%, p
= 0.01), mobilising a patient from the bed to chair (84.6% to 58.5%, p = 0.03), and making
beds (92.3% to 71.7%, p = 0.04). However, AINs who were employed by an agency
compared to the AIN employed by the hospital were more likely to complete pre-operative
shaves (73.1% to 45.3%, p = 0.02) and escort a patient from the operating theatre back to the
ward (69.2% to 47.2%, p = 0.02) (see Table 5.11).
AINs who had been working for 7-12 months compared with AINs working for 3 to 5
years (76.9% to 18.2%, p = 0.01) and more than 5 years (73.7% to 18.2%, p = 0.01) were
less likely to answer call bells. The AIN who is not studying to be a nurse compared to the
AIN who is studying to be an RN is more likely to ‘rarely’ complete a pre-operative shave
(30.2% to 5.9%, p = 0.02) (see Table 5.12).
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Table 5.7 Demographic Data: Assistants in Nursing
Demographic Data

N = 79

%

Gender
Male
Female

30
49

38
62

Age range
<25
25-30
>30-35
>35
Did not answer

11
14
17
34
3

14
18
21
43
4

Years working as an AIN
0-6 months
>6-12 months
>1-3 years
>3-5 years
> 5 years

10
11
26
13
19

12.7
13.9
32.9
16.5
24.1

Highest level of qualification
Year 10
Vocational Education Certificate or Diploma
Undergraduate degree
Post graduate qualification

7
41
22
9

9.9
51.9
27.8
11.4

Qualification obtained to work as an AIN
No qualification
AIN - Aged Care
AIN - Acute Care

1
8
70

1.3
10.1
88.6

Studying to be a nurse
Not studying to be a nurse
Studying to be an EN
Studying to be a RN

53
9
17

67.1
11.4
21.5
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Table 5.8 AINs’ experience with RNs asking them to care for patients during a shift
Question

N = All shifts
79
n (%)

When I come into work I
know what I need to do for
the rest of the shift.

33 (41.8)

I say no when someone asks
me to do something

1 (1.3)

Most
shifts
n (%)

Some
shifts n
(%)

Never
n (%)

37 (46.8)

6 (7.6)

3 (3.8)

1 (1.3)

38 (48.1)

39 (49.4)

I am asked to do activities
that I don’t have enough time
to complete

1 (1.3)

1 (1.3)

3 (43)

43 (54.4)

I am given enough support to
complete my job

34 (43)

36 (45.6)

7 (8.9)

2 (2.5)

Nurses supervise me when I
am completing my job

26 (32.9)

19 (24.1)

31 (39.2)

3 (3.8)

I complete a nursing task
without the RN telling me to
do so

12 (15.2)

16 (20.3)

24 (30.4)

27 (34.2)

I know what care activities I
am allowed to do in my job

67 (84.8)

10 (12.7)

2 (2.5)

0 (0)

I only complete a task when
an RN tells me to do so

12 (15.2)

10 (12.7)

28 (35.4)

29 (36.7)
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Table 5.9 Comparison of AIN experience of RN asking about care for patients by gender and employment type
Always
(n) %

Question

Sometimes
(n) %

Rarely
(n) %

Never
(n) %

Gender
Male

18(60)

11(36.7)

0(0)

1(3.4)

Female

16(33)

25(51)

7(14.3)

1(2)

Employer
Agency

5(9.4)

8(15.1)

20(37.7)

20(37.7)

Hospital

7(26.9)

8(30.8)

4(15.3)

7(26.9)

Gender

a

Male

20(73.3)

8(26.7)

0(0)

0(0)

Female

45(91.8)

2(4.1)

2(4.1)

0(0)

Mann Whitney U
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χ2

Sig

2.55(506)

0.01a

2.25(482)

0.02a

2.08(607)

0.04a

Table 5.10 Frequency of activities completed by the AIN whilst working in the acute care
environment
Nursing
Activity

Always
n (%)

Sometimes
n (%)

Rarely
n (%)

Never
n (%)

2 (2.5)

5 (6.3)

9 (11.4)

63 (79.7)

Shower or bathe a patient

55 (69.6)

23 (29.1)

1 (1.3)

0 (0.0)

Blood glucose monitoring

21 (26.6)

31 (39.2)

16 (20.3)

11 (13.9)

Recording urine output on a Fluid
Balance Chart (FBC)

28 (35.4)

38 (48.1)

10 (12.7)

3 (3.8)

Starting Intravenous (IV) Lines*

4 (5.1)

2 (2.5)

3 (3.8)

70 (88.6)

Mobilise patient from bed to chair

53 (67.1)

24 (30.4)

2 (2.5)

0 (0)

Perform and record patients'
observations

32 (40.5)

35 (44.3)

10 (12.7)

2 (2.5)

Cutting or trimming of nails*

4 (5.1)

7 (8.9)

16 (20.3)

52 (65.8)

Assist patient to toilet

67 (84.8)

12 (15.2)

0 (0.0)

0 (0.0)

Escort a patient from Operating
Theatre to the ward*

9 (11.4)

13 (16.5)

14 (17.7)

43 (54.4)

Answer call bells

42 (53.2)

31 (39.2)

5 (6.3)

1 (1.3)

1 (1.3)

1 (1.3)

2 (2.5)

75 (94.9)

0 (0)

1 (1.3)

6 (7.6)

72 (91.1)

5 (6.3)

10 (12.7)

21 (26.6)

43 (54.4)

62 (78.5)

17 (21.5)

0 (0)

0 (0)

N = 79

Electrocardiogram (ECG)*

Medication preparation*
Medication administration*
Complete pre-operative shaves*
Bed making

* denotes activity not approved for completion by the AIN as per the WA Operational Directive for AINs
working in the acute care environment where this research was conducted.
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Table 5.11 Comparison of AIN nursing activities by age and gender
Always Sometimes
Nursing
N = 79
n (%)
n (%)
Activity
Shower or Bathe a patient
Gender
Male
16(53.4)
13(43.3)
Female 39(79.6)
10(20.5)
Employer
Agency 32(60.4)
20(37.7)
Hospital 23(88.5)
3(11.5)
Mobilise patient from bed to chair
Employer
Agency 31(58.5)
Hospital 22(84.6)

21(39.6)
3(11.5)

Rarely
n (%)

1(3.3)
0(0)
1(1.9)
0(0)

1(1.9)
1(3.8)

Escort a patient from Operating Theatre back to the ward
Gender
Male
6(20)
7(23.3)
6(20)
Female
3(6.1))
6(12.2) 8(16.3)
Employer
Agency
8(15.1)
12(22.6) 8(15.1)
Hospital
1(3.8)
1(3.8) 6(23.1)
Complete pre-operative shaves
Employer
Agency
4(7.5)
Hospital
1(3.8)

Never
n (%)

20(66.7)
42(85.7)

a

2.50(537)

0.01a

2.54(494)

0.01a

2.18(685)

0.03a

2.70(492)

0.0 a

2.37(487)

0.02a

2.37(484)

0.02a

1.99(595)

0.05a

2.08(547)

0.04a

0(0)
0(0)

0(0)
0(0)

11(36.7)
32(65.3)
25(47.2)
18(69.2)

9(17) 16(30.2) 24(45.3)
1(3.8) 5(19.2) 19(73.1)

10(33.3)
7(14.3)

0(0)
0(0)

0(0)
0(0)

Employer
Agency 38(71.7)
Hospital 24(92.3)

Sig

0(0)
0(0)

Bed making
Gender
Male
Female

Z (u)a

15(28.3)
2(7.7)

Mann Whitney U
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0(0)
0(0)

0(0)
0(0)

Table 5.12 Comparison of AIN nursing activities by years working as a nurse and
studying to be a nurse
Nursing
Always
Activity
n (%)
Answer call bells
Years working as an AIN
0-6
months
3 (30.0)
>6-12
months
2 (18.2)
>1-2 years
13 (50)
>3-5 years 10 (76.9)
>5 years
14 (73.7)
Complete pre-operative shaves

Sometimes
n (%)

Rarely
n (%)

Never
n (%)

5 (50.0)

1 (10.0)

1 (10.0)

6 (54.5)
12 (46.2)
3 (23.1)
5 (26.3)

3 (27.3)
1 (3.8)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)

χ2b

Sig

16.70

0.01b

9.65

0.008b

Studying to be a Nurse
Not
studying
Enrolled
Nursing
student
Registered
Nursing
student
b

4(7.5)

10(18.9)

16(30.2)

23(43.4)

0(0)

0(0)

4(44.4)

5(55.6)

1(5.9)

0(0)

1(5.9)

15(88.2)

Kruskall Wallis

5.3 Summary
In Phase One of this research, the results indicated that the majority of RNs did not
consistently assess risk prior to delegating activities to the AIN. Furthermore, they
demonstrated a neutral attitude to delegation with just under half of the RNs scoring a
‘somewhat negative’ attitude towards delegation and the remainder scoring a ‘somewhat
positive’ attitude to delegation. However, some RNs were still reluctant to delegate many
approved activities to the AINs. There were instances when the RNs delegated non approved
activities such as starting an IV line or cutting nails to the AINs.
The quantitative data showed that AINs are not fully aware of their roles and at times
can feel unprepared for their shifts. The AINs felt supported by the RNs and were usually
supervised when working. In general, they were reluctant to refuse a delegation. The AINs
completed many activities of daily living that aligned with their SOP directive including
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showering and mobilisation. However, there were still many activities that AINs did not
perform despite them being on the approved SOP. Furthermore, some AINs completed
activities that were outside of their SOP.
These findings provided the basis for the Phase Two interviews described in the next
chapter. Thus, Chapter 6 explores the RNs experiences of delegating to AINs in the acute
care environment and factors that impacted on their decision to delegate. The AINs’
experience of being delegated to and working with RNs in the acute care environment was
also explored.
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6 Qualitative Results
6.1 Introduction
Phase Two of the study sought to explain and clarify the findings of the first phase. In
this chapter, the results of the qualitative data collection are presented in two sections. The
first section provides the results from the RN interviews starting with the demographic
characteristics of the RNs. This is followed by a description of the RNs’ experience of
working with the AIN in the acute care environment and the results of the thematic analysis
of the interview data.
The second section provides the results from the AIN interviews. The demographic
characteristics of the AINs interviewed are reported followed by the experience of the AINs
working with RNs in the acute care environment. Results from the thematic analysis are then
presented.

6.2 RN Interviews
Semi-structured interviews were undertaken with 12 RNs using the interview guide
(Appendix 12a). These questions served as a basis for the interviews however each
participants answers were probed to fully explore the RNs delegation practice. The aim of
these interviews was to further explore the results of the quantitative survey; specifically, to
identify RNs’ understanding of delegation and to describe the process RNs undertakes when
delegating to AINs. Furthermore, the factors RNs consider when delegating to the AIN were
identified. The interviews also aimed to determine the relationship between the RNs’ attitude
and delegation practices. There were six questions and the average length of time per
interview was 43 minutes (see Appendix 12a). Data saturation was achieved with 12
participants.
Ten of the participants were female and two were male. All the RNs were employed
by the hospital and working in a full-time capacity. Interviewees ranged in age between 21 to
53 years. One of the RNs was working in a leadership position as a Clinical Nurse, two other
RNs had previously been seconded to a Clinical Nurse position. One RN worked in the
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graduate nurse program supporting and acting as a preceptor to the new graduate nurses
which in the study site hospital, was considered a leadership position.

6.3 RN findings
Three overarching themes emerged from the interview analysis:
1. Factors impacting delegation decision making;
2. AINs’ scope of practice; and
3. Information exchange.

Factors impacting delegation decision making
The first theme related to factors that impacted on delegation practices between the
RN and the AIN. RNs identified that there were many factors that were considered when
undertaking delegation decisions. Some of the factors were within the control of the RN
while others were not. These factors can be divided into two sub-themes: 1) intrinsic factors;
and 2) extrinsic factors.
6.3.1.1 Intrinsic Factors

Intrinsic factors in this research related to those aspects of delegation that the nurse
could personally influence such as their attitude to delegation. RNs in this research
emphasised a variety of intrinsic reasons that influenced their decision to delegate to the AIN.
These included having a sense of control, belief that the delegated task would not be
completed as expected, time taken to delegate, accountability for the tasks and experience
level of the RN.
Having a sense of control over the care of their patients was important for many RNs.
Several RNs reported that they preferred not to delegate to the AIN as they wanted to know
firsthand what was happening with their patients and believed that delegation contributed to
them feeling a lack of control over their patient’s care. Being in control was expressed by the
RNs with phrases including: ‘I think we are all just control freaks and want to do it all
ourselves’ (RN8); and ‘I have better control and better understanding of what the situation is
if I am there in person’ (RN6).

88

Another reason affecting the decision to delegate was RNs did not believe that the
AIN could complete the task to the standard and in the precise manner that they expected.
Choosing not to delegate a task was not necessarily due to the complexity of the task, but
rather, wanting to ensure an activity was completed in a particular way with RNs asserting,
‘I'm kind of OCD [obsessive compulsive disorder]…I just do it myself’ (RN1); and ‘I just
prefer to do it myself, then I know it is done properly the first time’ (RN2); and ‘I am really
particular about how some things are done’ (RN12). When delegated activities are not done
to a standard expected by the RN it can result in RNs being disappointed and frustrated. One
RN described this situation as: ‘It can be so annoying when you ask for something to be done
and it is not done the way you want it’ (RN3).
A further factor impacting the decision for the RN to delegate was the amount of time
it takes. Some nurses believed that delegation takes too much time, indicating it is easier to
complete the task themselves. In an attempt to manage their time, they decided against
delegating. Statements including, ‘It takes too much time and it’s just not worth it sometimes’
(RN12); and ‘[I get] annoyed at the fact that you've taken extra time when it would have been
more efficient to just do it myself’ (RN5), explains this decision. Whilst there were many
reports of unsuccessful, time consuming delegation instances between the RN and the AIN,
one RN stated that investing time into delegating was beneficial:
You do have to put in time and effort when it comes to delegation, but it is worth
it in the long run. I can get so much more achieved when I delegate (RN10).
Nurses described the fact that they were still accountable for the outcome of the
delegation as a reason for not delegating to the AIN. To describe the accountability they feel
when delegating, nurses used phrases including: ‘it is still on my shoulders at the end of the
day’’ (RN2) or ‘I am the one who is responsible when it doesn’t work out right’ (RN12) and
‘If it there’s a mistake it’s my fault’ (RN 6). RNs were frustrated that they were still
accountable when delegating a task with many stating that if they were going to be held
accountable then ‘I may as well just do it myself’ (RN1).
Delegating to AINs was identified as an issue for the NQN with a variety of reasons
provided. Wanting to complete all nursing care themselves is one reason, ‘I think it is really
important to do all the care for my patient myself’ (RN7). Other NQNs believed that if they
delegated, they would be considered ‘lazy’ by more experienced staff: ‘I don’t want them to
think that I am lazy’ (RN 12); and they ‘wanted to make a good impression’ (RN7) with the
more senior staff. One nurse used the terms ‘bad idea’ to describe this situation, ‘The idea of
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having to hand something over because the AIN did not complete it, is just such a bad idea
when you are starting out’ (RN8). A further suggestion from the NQNs was that it was made
clear in their pre-registration nursing program that they need to be ready to provide total
patient care upon graduation as explained in the following quote: ‘It was drummed into us at
uni [university] that when we graduated we would have to do all patient care by ourselves
and that idea just sticks in my head’. (RN8)
RNs on occasion struggled to clearly articulate how they determined whom the best
person was to complete an activity associated with patient care. From the interviews it
became apparent that RNs use ‘intuition’ or tacit knowledge to assist them in this decisionmaking process. This tacit knowledge was explained by one RN as a ‘gut feeling’ (RN12),
another stated ‘you just sort of know’ (RN5), and for many nurses it was by talking to the AIN
and understanding who they were (RN1, 2, 5, 7) that would impact on the RNs decision to
delegate or to not delegate.
The majority of the RNs in this study commented that they had never been taught to
delegate during their university studies with one RN stating, ‘Delegation is one of those things
that if I was taught it at uni [university] I don’t remember it’ (RN8). They believed they
lacked the necessary skills and knowledge relating to delegation and therefore hesitated to
delegate at the start of their nursing careers. One experienced RN described this situation as
‘We were never taught to delegate at university, so I just avoided it and did it all myself’
(RN11).

6.3.1.2 Extrinsic factors

Extrinsic factors were the next consideration made by the RN when delegating.
Extrinsic factors were those factors that the RN had little control over such as the acuity of
the patient and the skills and knowledge of the AIN. Extrinsic factors included: the acuity of
the individual patient; personality and behaviour of the patient; safety of the AIN; the AINs
skills, knowledge, confidence, and motivation levels; and, AINs who were studying for
higher nursing qualifications.
All RNs in this research reported that the first consideration when deciding to
delegate was the individual patient. Patient acuity was described by the RNs as being ‘the
first thing that would come to mind’ (RN5). Nurses believed that the RN should be caring for
the ‘sickest patients’ themselves (RN5 and 10) and they should only delegate to the AIN
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activities that are related to caring for patients with ‘chronic conditions’ (RN5). Caring for
the ‘sickest’ patients was a decision made by most of the RNs in this study. However, a few
RNs commented that they would enlist the help of the AIN if the patient’s acuity would
benefit from increased monitoring. Nurses described using the AIN when the patient was
unwell as an additional monitoring mechanism through phrases such as ‘they can be my eyes
and ears when I am not there and they need close monitoring’ (RN12); and ‘It is good just to
have someone else popping in to check on them too when they are really unwell’ (RN4).
RNs also considered the volatility of the patient’s personality and behaviour and
whether a delegation may place the AIN in harm’s way. RNs reported that they wanted to
‘protect’ the AIN, understanding that confused patients or patients with behavioural issues
can be problematic for the AIN to manage. In these instances, the RNs considered not only
the physiological acuity of the patient but also, the behavioural aspect. That is, the RNs
considered the ‘safety’ (RN3, 7, 12) and the ‘demeanour of the patient [because] if they're a
difficult patient that might not be the best one to delegate [to the AIN]’ (RN2). A nurse
working in the Emergency Department described wanting to protect the AIN in this way:
In the Emergency Department I consider how much I trust the patient …the
majority of the time they [the AIN] are probably with a psych [psychiatric]
patient who is potentially not a very nice person …. they might be quite high risk,
they may be very nasty… Do I want some poor innocent AIN who maybe hasn't
seen the worst of life yet to walk into a bay [a room in the Emergency
Department] to a patient who is ‘going off’ [mentally unstable]? … Should I just
do that myself because I'd hate for him [the patient] to swear at her [the AIN]?
You are trying to keep them [the AIN] happy in their role at the same time
thinking about the risks side of things (RN4).
Understanding the level of the AINs’ skills and knowledge is another issue considered
by the RNs as an important determinant when deciding whether to delegate to the AINs. The
RNs in this research discussed a variety of ways in which they determined this. Having a
previous working relationship with the AIN was a significant factor that influenced both
positively and negatively on the RN’s decision to delegate. A number of nurses mentioned
that when they are ‘working with a known quantity…and are familiar with their abilities’
(RN2) or have ‘developed a rapport with the AIN’ (RN8) they were in a better position to
delegate readily to the AIN than when the ‘AIN is an unknown quantity’ (RN4). Similarly,
when the previous working experience has not been positive then the RN is less willing to
delegate to the AIN: ‘I think to myself…that particular person [AIN] from last time can't
perform a job properly maybe I can't ask her anymore to do anything’ (RN3). RNs will also
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clarify the abilities of the AIN from their colleagues who may have worked with the AIN
previously. In these instances, RNs stated they ‘check with my colleagues too’ (RN2); and ‘I
might ask around and see what the other nurses have to say’ (RN8).
When the AINs’ skill is unknown, the RN will attempt to determine their clinical level
in other ways. A few nurses reported that they would trust the AIN initially to complete
activities and then adjust their delegation approach accordingly. RNs suggested that it ‘is
important to trust the AIN’ (RN8); and ‘I think there is a little bit of good faith that has to be
to be shown initially’ (RN11); and ‘You have to trust them to start off with’ (RN9). However,
the same RNs reiterated that they would ‘change my approach’ (RN8) or ‘if it doesn’t work
out I then will normally not delegate’ (RN9) should the initial delegation not be successful.
Other RNs established the skills and knowledge of the AIN by initially delegating ‘bit by bit’
(RN4) or, ‘small tasks’ (RN10) for the AIN to complete. The RN in these instances evaluated
the AIN’s abilities for further delegation by ‘standing back and supervising’ (RN2),
‘watching from the sidelines’ (RN6) or ‘watching from a distance’ (RN8).
Most of the RNs pointed out the variability between AINs in terms of their skills and
knowledge. This degree of variability made the RN hesitant to delegate to the AIN. When
the AINs have well developed skills and knowledge the RN is more willing and comfortable
to delegate a range of nursing tasks to them as they feel that the patient will be cared for in an
appropriate manner. Words to describe competence of the AINs which led to the RN’s
willingness to delegate included, ‘switched on’ (RN8), ‘knows exactly what is going on’
(RN1); and ‘they just have it’ (RN2). Conversely, the AIN who does not demonstrate
appropriate skills and knowledge were described as ‘‘I just avoid them’ (RN12); and ‘they
are useless’ (RN9) and are less likely to be delegated to by the RN.
Not only are the skills and knowledge of the AIN a consideration for the RN but so too
is the AIN’s confidence level. Nurses were more confident to delegate to the AIN who
displayed an appropriate level of self-confidence compared to the AIN who lacked
confidence. For RNs a confident AIN was one who ‘speaks up if they are concerned with a
patient’ (RN1), ‘seeks out learning opportunities to improve themselves’ (RN10), ‘is willing
to try to manage the behaviour of a difficult patient rather than keep calling for assistance’
(RN8) and ‘doesn’t hide behind their phone’ (RN12). Being a confident AIN also meant
being willing to ask for help as highlighted by one RN in the following quote: ‘I think they
need to let me know exactly where they're struggling, any help that they may require … they
need to say look I'm not too confident in doing it, may can I do something else’ (RN3).
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However, being ‘too confident’ was also of concern to the RNs when delegating. The
AIN who was overconfident resulted in the RN questioning whether they have the requisite
skills and knowledge required to complete the tasks required. Nurses were tentative when
working with the overconfident AIN as described here, ‘If they're [a] very confident AIN
….they're the ones to watch’ (RN4); and ‘I worry when they think they can do it all, when they
act all ‘cocky’, it sad to say but I usually ask them to do less; I just get worried that they will
stuff it up’ (RN10).
The willingness of the AINs to participate in patient care impacted on the delegation
habits of the RN. RNs become frustrated when they saw a lack of motivation in the AIN.
Traits displayed that indicated to the RNs that the AIN lacked motivation included: sitting
down with their phones or reading magazines (RN 1, 5 and 11); not talking to, and engaging
with the patients (RN8); waiting for the RN to request completion of previously delegated
tasks rather than displaying initiative to complete patient care (RN10); and sleeping on night
duty (RN7). Nevertheless, for RNs in this study, when an AIN was motivated to complete
their job it instilled confidence in them to delegate and the RN ‘…feel[s] comfortable to use
them to their full capacity’ (RN6); and ‘you want to get them to help you’ (RN7).
Most nurses described more positive experiences of working with the AIN who was
also studying to be a RN. RNs reported these AINs as ‘working more instinctively’ (RN4),
‘were able to recognise changes in patients’ conditions’ (RN7), ‘are eager to help’ (RN2) and
‘want to learn’ (RN7). The relationship between the AIN and the RN was enhanced, as the
AIN who was studying to be a RN, worked at a higher cognitive level and had an ulterior
purpose for their part time employment. Most RNs stated that they were ‘more likely to have
faith’ (RN9) in the AIN who was also a nursing student and therefore chose to delegate more
to them. One nurse described the experience of working with the AIN who was also a student
nurse in the following way:
They are quite brilliant to be honest, like you know, I've never come across a bad
one. You tell them something and they just know, they would get the equipment,
they know how to start, they know what to look out for and they know how to talk
to a patient (RN3).
While the majority of nurses cited differences between the AINs who were studying to be
nurses and those AINs that were not studying nursing, one RN commented that they did not
treat the AINs differently.
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Understanding the Scope of Practice of the AIN
The second theme to emerge from the data was the RN’s understanding of the AIN
scope of practice (SOP). This theme focussed on the RN’s understanding the role of the AIN
when delegating patient care in the acute care environment. Two sub-themes were identified,
(i) RNs understanding the AINs’ SOP, and (ii) inappropriate delegation.

6.3.2.1 RNs’ understanding the AINs’ scope of practice.

Fully understanding the AIN SOP was critical to ensure safe delegation practices
between the RN and the AIN and to ensure safe delivery of patient care. There were mixed
reports from the RNs regarding their knowledge of the AIN role and SOP. Those nurses who
had worked in a leadership capacity within the hospital were aware of the AIN SOP as this
was included as part of their leadership program. These nurses discussed where information
on the AIN SOP could be found and how the information was shared between the nursing
staff. However, many RNs not in these leadership roles reported that they were not fully
aware of the role of the AIN nor the AIN SOP. Nurses attempted to understand the AIN role
and SOP through ‘hearsay’ (RN10) and ‘common sense’ (RN3). Other RNs stated that they
have ‘ask[ed] another nurse or the shift coordinator’ (RN7) or, ‘double check with a senior
nurse or staff development nurse’ (RN8). Two RNs suggested that most nurses on the ward
do not understand the role or SOP of the AIN: ‘I don’t believe that the RNs on the ward fully
understand the role of the AIN’ (RN 11); and ‘Many of the RNs actually don’t know what an
AIN [does]’ (RN12).
Similarly, eight participants, when asked by the researcher if they knew of a SOP
document existing for the AIN, stated that they had never seen or read the AIN SOP
document/policy. RNs reported feeling confused and unsure of the AIN SOP. This
confusion was described in the following response:
I've never really seen that piece of paper in black and white to say [the] Assistant
in Nursing is allowed to do this, or that, ......it’s a grey area. I think the majority
of nurses need to have a look at it before they work with an AIN to be honest. We
really have no idea and that is the problem (RN9).
The interviews emphasised a lack of understanding from RNs relating to AINs SOP
however, many RNs stated that there is a ‘general idea’ (RN6) or that the AINs must have a
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‘basic level of training’ (RN7) regarding what activities the AIN was authorised to complete.
One nurse stated that the AIN was allowed to complete activities ‘based on what [s/he]
would expect them [the AIN] to do’ (RN6). This ‘general idea’ comes from the knowledge
that the AIN had completed an accredited course and therefore must have some generic level
of skills and knowledge. When asked to explore this ‘general understanding’ of appropriate
tasks for delegation to the AIN, RNs included showering, bathing, feeding, ambulating and
patient observations.
Understanding and working to the full extent of their individual scope of practice is an
integral part of being a RN. Similarly, the RNs expected other members of the healthcare
team, including the AIN, to understand and work to their SOP and where necessary, explain
their own SOP to others. The RN assumed the AIN would inform the RN of their SOP and to
correct or remind the RN if a delegation falls outside of the AIN SOP. Several RNs did not
believe understanding the role of the AIN was a part of their job role despite them being
directly responsible for the delegation and supervision of nursing tasks to the AIN:
I expect them to know what their SOP is, in the same way that I must know mine.
I don’t believe I am responsible for knowing their SOP (RN 9).
One of the RNs commented that as a result of involvement in this research they needed
to read the AIN SOP to ensure that they were delegating in the correct manner: ‘I think I need
to learn exactly what they can and can't do and for them to work to their expectations that
they are trained to do I think that's one part of the area that I think I need maybe work on
after this interview’ (RN1).

6.3.2.2 Inappropriate delegation

Inappropriate delegation was defined as the RN incorrectly delegating an activity to
the AIN for which they were not suitably educated and prepared to perform. RNs suggested
a variety of reasons why an RN may choose to delegate inappropriately. These included not
realising that the delegation was incorrect, lack of education relating to delegation, the
existence of more than one SOP for the AIN within the hospital, working with an AIN who is
also studying to be a nurse, and insufficient time to complete all required tasks.
Not realising the delegation is incorrect was defined in this research as the RN asking
the AIN to complete tasks which were outside of their SOP and ability. This may be due to
the RN not understanding that the delegation requirements of the NMBA DMF. A senior
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nurse suggested the following reason as to how a RN decided to delegate to the AIN and why
an inappropriate delegation may occur:
I feel that RNs will base their decision on whether or not to delegate to somebody
based on the [AINs] competence and the observation of their [AINs] competence.
The first and foremost thing, the biggest thing in their mind, isn't necessarily the
policies and procedures and the right thing to delegate, but, are they able to
complete the task safely and to maybe there's a disparity between what you see on
the ward and the AIN's competence and what is actually their scope of practice.
… I feel like when you’re comfortable and, especially with somebody who's sort
of on the ward that you trust, it’s easier to do [delegate outside of the AINs SOP]
if you're not cognisant of the fact that there are limits to what a AIN can do
(RN5).
Exploring the idea of inappropriate delegation further, many RNs indicated that there
was a paucity of education pertaining to the delegation process in their pre-registration
curriculum and they felt they lacked the necessary skills and knowledge to delegate. This
issue was identified as a significant contributing factor for inappropriate delegating by the RN
to the AIN. One nurse described his feelings in the following quote:
I feel you never get taught the thought process that leads to an effective delegated
task. At university you're taught, ‘there are some things that you can delegate and
there are somethings that you can't’. When you become a RN, you need to work
through a framework… Delegation is a mix of common sense and knowing what
they [the AIN] are allowed to do, it is your reading [of] the situation. I don't
think that there was ever anyone who described or went through the process of
delegation in any sort of great detail… it doesn’t surprise me that we [RNs] don’t
know how to delegate (RN5).

Ward based education exploring clinical delegation practice was not commonly
experienced. Nurses remarked that they ‘don’t have education on things like delegation’
(RN9) or they could not ‘remember ever having education on topics like delegation’ (RN10)
since being employed. All of the RNs in this study, regardless of whether they had received
delegation education or not, suggested ‘we need to be taught these things at university and
once we are working on the wards’ (RN7); and the topic of delegation revisited ‘regularly’
(RN11).
RNs also suggested that confusion occurred with the existence of different SOPs and
may be a further reason for inappropriate delegation. When the RN was only familiar with
the hospital’s overarching AIN SOP and then worked on a ward where there has been ward
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specific adjustments made to the AIN SOP, such as ward X (deidentified) where the AIN is
not allowed to undertake patients’ blood pressure, then inappropriate delegation may result:
I remember when I first came to this ward, I thought that the AIN was not allowed
to do any obs [patient observations] because that was the rule in [X]. I was
running around crazy trying to get my obs done and then one day one of the AINs
told me that he could do obs to help me out (RN11).
Insufficient time to complete all tasks required to deliver safe patient care was also
identified as a reason for the inappropriate delegation of tasks to AINs. Nurses described how
the time taken to complete a nursing task is dependent on a variety of patient factors which
impacted their decision to delegate. For nurses, the fact that ‘some patients can take so long
to take their medication’ (RN8); and ‘little things that should be quick can sometimes take up
so much time [medication administration]’ (RN4) may result in them in asking the AIN to sit
and wait with the patient till the medication was taken. In this instance the RN did not see
this to be inappropriate delegation, but rather a way to ensure the medication was taken by the
patient and to effectively manage their time and workload. A second suggestion from the
RNs to explain inappropriate delegation when trying to manage their time is associated with
the repetitive nature of some nursing activities such as managing alarms on patient machines.
It was suggested that RNs would teach the AIN how to ‘reset the pumps [intravenous pumps]
when they beep’ (RN1) and ‘silence monitors’ (RN9).
Another factor which was acknowledged to be a potential reason for inappropriate
delegation practices between the RN and the AIN was RNs who work across a range of
organisations and clinical environments including the residential aged care environment. The
AIN SOP in residential aged care facilities was vastly different than the SOP for the AIN in
the acute care environment. One RN suggested that the AIN in the long-term care
environment was ‘allowed to do pretty much everything’ (RN2). When the RN was not
acquainted with the AIN SOP for the acute care environments, they may base their delegation
decision-making on an incorrect understanding of the AIN’s SOP. AINs who were also
studying to be a nurse can also contribute to RNs delegating. When an AIN was studying to
be a nurse, this factor may influence the RN’s decision to delegate an activity which was
outside of the normal SOP for the AIN. RNs argued ‘that we might get them to do extra
things because you can tell that they know what they are doing’ (RN1); and:
I know that they know what to look for [when a patient deteriorates] so I don’t
have to watch the patient as much as I know that they [the AIN] will tell me. Yep I
do get them to do things that I may not have a normal AIN do (RN4).
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RNs also commented that the issue of the AIN being a student nurse and being
delegated inappropriate activities was further compounded when the AIN also had a clinical
practicum on the ward on which they were working as an AIN. In these situations, the RNs
proposed that they had already validated the AIN’s skill set as a nursing student and as a
result, the opportunity to allow the AIN to complete activities outside of their SOP was
increased. RNs declared that ‘sometimes I might forget what capacity they are here and ask
them to do some extra things that I wouldn’t get someone else [another AIN] to do’ (RN 12).
One RN discussed how the AIN who was studying to be a RN was ‘helpful’: ‘I had an AIN
the other day and I had also preceptored her as a student…she was really helpful…the
patient was sick, and she monitored the O2 sats [oxygen saturations] for me’ (RN 8).
In some instances, RNs decided to delegate an activity based upon supplementary
information when the AIN was also a nursing student. Supplementary information includes
not only past experience of working with the AIN, but also, the level of study that the AIN
was completing. All of the AINs in this research were in either their second or third year of
nursing studies. This may result in the RN basing their decision-making relating to
delegation at a higher level than the actual AIN’s SOP:
I often ask them at the start of shift [if I know they are a nursing student working
as an AIN] what stage [of their nursing degree] they are and refresh from when I
was a student. [I then] say ‘does that mean you can do this, this and this?’ And
they say ‘yes but not that one now’ and I'll say ‘Ah, I know where you’re at’, so
for AINs I know I think I have a fairly good understanding for their scope …as I
set their SOP at the level of their university studies (RN6).

Information Exchange
The final theme to emerge from the data was the exchange of information between the
RN and the AIN, largely relating to the handover process. Handover enables the AIN to
understand the patient and the care required. Variable reports were provided by the RNs
relating to the type of handover they provided to the AIN. One nurse commented that they
did not give the AIN a handover but rather, expected them ‘to have received this from the
previous AIN’ (RN11). When the AIN was working in the emergency department (ED), the
focus of the handover was ‘more along the lines of patient safety and staff safety’ (RN6)
whereas on general medical wards, many RNs adopted a similar approach to handover with
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the AIN that they would with other registered staff. The following quote described how one
RN approached handover to the AIN:
I’ll use ISOBAR [a structured format used in WA hospitals to handover patient
details between health care providers] but less medical because they may not
understand fully… [the RN will include] the patient's behaviour pattern so that
they are [aware of any issues or concerns]… their personality traits… and
information so they understand them as a person (RN1).
Differences in shift commencement times could also impact on type of handover
provide to the AIN. RNs reported that by the time they had finished their RN to RN handover
and attended to any immediate patient concerns, the AIN could have already been on the ward
working for anywhere between one to two hours. In these situations, by talking with the AIN,
the RN attempted to identify any particular issues that the AIN may have encountered, what
care had been provided and what future care needs remained. However, other RNs stated that
they provided a less comprehensive handover:
What they [the patient] have come into hospital for. I don't really go into past
medical history or things like that but what they need to watch out for such as
line preservation [ensuring that IV cannulas stay insitu]…maybe discuss their
mobility what they can eat or drink. Just the basics. (RN8).
A second process identified when information was exchanged between the RN and the
AIN was the actual explanation of the delegated task to the AIN. RNs stated that it was
essential to clearly explain the delegation to ensure that patient care was delivered in the
manner required. Clear instructions according to the RNs included what was to be done,
when the activity was to be completed, and any special precautions that needed to be
considered. Phrases used to describe these ‘clear instructions’ included, ‘I make it really
obvious what I want them to do’ (RN1), ‘I always try to be really clear with the instructions
that I give’, (RN10) and ‘If there is a particular way I want it to be done I make sure to tell
them’ (RN12). However, one RN stated that they ‘just let the AIN get on with it’ (RN11) and
relied on the AIN to ask questions if they need clarification with any parts of the delegation.
The third process identified was confirming the delegation. Ensuring that the AIN
accepted the delegation was also essential for patient safety and effective delegation. Most
RNs reported asking the AIN if they were ‘able to do it [the task]’ (RN1), ‘if they are happy
to do it [the delegated task]’ (RN7), or, ‘if they are willing to do it [the task]’ (RN11).
Another mechanism to confirm the delegation suggested by some RNs, was adopting a
closed-loop method of communication during the delegation process. For these RNs they ‘get
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them to repeat back to me what the delegated tasks are’ (RN8), and ‘get them to tell me in
their own words what it is I want them to do’ (RN4). Conversely, some RNs reported that
they did not check with the AIN that they have accepted the delegation. These RNs were of
the opinion that as long as the activity was within the AIN SOP, then the AIN should
complete the activity as requested. One participant explained:
We basically tell them what to do, and they need to get on with it. I don’t think
that they have the right to say, ‘I don’t want to do it’ (RN11).
The responsibility of the RN when delegating to the AIN remained a concern for the
RN. Once an activity was delegated, the RN needed to ‘follow up’ with the AIN to check on
progress. A variety of approaches were discussed that allowed the RN to check on the work
undertaken by the AIN. Face to face checking in with the AIN once they have commenced
the activity, to identify any issues or concerns so that problems could be prevented, was
identified as a strategy discussed by some RNs.
During these information exchange processes some RNs were concerned that
miscommunication may occur when English was not the AIN’s ‘mother tongue’ (RN2).
Clear, safe communication required a strong command of the English language. When the
RN was working with an AIN who easily understands English, they ‘don’t get so concerned
about them misunderstanding what I am delegating them’ (RN2). When English was not
their first language the RN was concerned that they may not fully comprehend the
requirements of the delegation. Nurses did not want to appear ‘racist’ (RN6) however, they
‘wonder if they have any idea of what I am asking them to do’ (RN 6) and ‘I get really
concerned when I get them to do anything’ (RN9). Issues of understanding delegations was
further compounded for the RN when both the AIN and the patient used English as a second
language. In these situations, some RNs were concerned that the patient and the AIN may
not readily understand one another, and care instructions may be misunderstood resulting in
the RN being apprehensive to delegate, fearing negative patient outcomes.
When English isn’t their first language [the AIN] and if you give them a patient
who also has speaks broken English, I think that that can be sometimes a recipe
for disaster. Nobody understands anything that is meant to be done. I just do it
myself…From a communication point of view, I think the, you need to be really
careful about what you ask them to do for the patient as it is probably going to
end very badly (RN11).
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When the AIN had English as a second language the RN in many instances reported
needing to provide further education to the AIN for the delegation to be carried out safely.
RNs suggested they needed to ‘end up doing some teaching’ (RN1), or ‘I have to teach them
exactly what I mean’ (RN8) so that they felt comfortable in delegating to the AIN. RNs
understood that this teaching was a necessary part of their role in order to ensure safe
delegation.
During the interviews RNs discussed the idea that part of their commitment to the
nursing profession was educating those with whom they work. However, RNs were more
willing to teach the AIN who was studying to be a nurse compared to the AIN who was not,
as these AINs are seen by the RN to have higher critical thinking and clinical reasoning skills.
As a result, the RN makes a conscious decision to explain the intricacies of clinical situations.
During their interactions with the AIN who was a student nurse they would ‘quiz the AIN as
to what we should be looking for’ (RN12) and ‘start linking theory to practice’ (RN9). The
RNs articulated that the AIN who was not studying to be a nurse did not have the same
‘passion’ (RN10) for their role and therefore they ‘do not waste my time to teach them’
(RN1). Teaching the AIN who was a student nurse was also seen by the RN as an investment
in the future of the nursing profession:
I feel that whatever teaching is given to them [the AIN who is not a student nurse]
is only to get them through the shift and get them through the things that I want
them to do. There's no investment in their future learning because they're here to
do a task. With the AINs who are students I take a little bit more time to go
through and to educate, even teach them things that are not necessarily core to
an AIN's job but would be helpful for them to be mindful of. Even just basic
teaching on some of the patients…what's wrong with them [the patients] and also
the things to look out for that would be helpful for them to know (RN5).
A further area of this research that needs to be highlighted is the value of the AIN in
delivering care as discussed by the RN participants. The value the RN places on the AIN
does not impact on the RNs decision to delegate however it is an important aspect of the
research findings that warrants discussion.
Nearly all of the RN in this study viewed the AIN role in a positive light and as a vital
part of the nursing team. Phrases in the interviews used to describe the benefits of having the
AIN in the model of care included ‘they are a god send’ (RN2) and ‘I don’t know what I
would do without them’ (RN 9). Nurses were cognisant of the evolving role of the RN in
health care that in some instances prohibits them from attending to the basic activities of daily
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living which historically were their role. Nurses were comforted with the AINs inclusion into
the workforce model as ‘they have the ability to take that time with that patient … It just
makes you feel better knowing that the patient is being well cared for’ (RN6).
In many instances having the AIN included in the model of care had allowed the RN to
focus on higher order nursing tasks, be confident that patient care was completed in a timely
manner, and to ensure behavioural or safety issues were being effectively managed. The
following quotes re-enforce the value the RN placed on the AIN role:
‘At the end of the day, assistants in nursing are not a slave to RNs…I want them
to understand how important they are in their role to us nurses ... they play an
important role in the health care setting and I do believe that 110%’ (RN3).
‘I don’t think I would have the time to do all the things I need to if the AIN wasn’t
on the ward’ (RN4).
‘When patients have a cognitive or behavioural issue the AIN can make a huge
difference to be getting all my work completed’ (RN8).
‘By them being part of the team, it just makes my job so much more manageable’
(RN9).

6.4 AIN Interviews
Semi-structured interviews were undertaken with 11 AINs. The aim of these
interviews was to further explore the results of the quantitative survey and more specifically,
to identify how the AINs determined the care activities that need to be completed for patients
in their care. Their role and responsibilities in the delegation process was explored as well as
their understanding of their scope of practice. Finally, the mechanisms RNs put in place to
support the AIN to complete their role were discussed. A total of seven questions were asked
and the average length of time per interview was 38 minutes (see Appendix 12b). Data
saturation was achieved with 11 participants.
Of the 11 participants three were male and eight were female. Six of the AINs were
employed by the hospital where this study was completed, three worked for the government
nursing agency and two worked for private nursing agencies. All were working in a casual
capacity. Interviewees ranged in age from 23 to 52 years. Six AINs were studying to be RNs
with one studying to be an EN.
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6.5 AIN Findings
Two overarching themes emerged from the interview analysis:
1. Working as a team
2. Accepting or refusing a delegation

Working as a team
The first theme identified was ‘Working as a team’. This theme related to the AIN and
RN working together as a team in providing patient care. Furthermore, it included the AIN’s
sense of belonging in the team and the way in which the AINs were supported by the RNs to
undertake their role.
Working together with the RN to provide effective patient care was understood by all
AINs as their main role. Further to this, many AINs stated that their role was to complete
tasks to ‘free up the RN’ (AIN4, 6, 7, 9, 10, 11) to complete higher order nursing activities.
Despite this being their identified role, many of the AINs stressed their desire of wanting to
help the RN.
Belonging to a team increased the AINs’ commitment to achieve patient care in
collaboration with the RNs. When the AINs felt part of the nursing team they stated that open
communication was enhanced, self-worth increased, anxiety and stress levels decreased, and
productivity was improved. AINs reported that when they worked as a team with the RNs
they ‘had a clear idea of what needed to be done’ (AIN10); and that working as a team ‘made
such a difference’ (AIN9) as it ‘made for a great day [shift]’ (AIN7). When the AIN worked
in an effective team, they ‘felt appreciated’ by the RNs for the work that was achieved (AIN2,
3).
Whilst feeling part of the team was subjective in nature and differed from AIN to AIN,
in several instances the AINs reported that they did not feel part of the nursing team. Some
AINs reported feeling ‘isolated’ (AIN3), ‘working in a silo’ (AIN5) and believed they ‘don’t
belong’ (AIN3). These feelings were exacerbated by AINs being rostered to different wards
which did not allow for either the AIN or RN to ‘get to know one another’ (AIN9). One AIN
described this lack of belonging as ‘having no home base’ (AIN8). The idea of fostering a
mutually beneficial working relationship between the RN and the AIN was emphasised in the
following statement: ‘They [RN] don't really care for any relationship with you I think maybe
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they don't understand maybe the benefit of maybe creating that therapeutic relationship and
how we can work together’ (AIN10).
One way the AINs’ sense of belonging was increased occurred when the RNs took the
time to teach them. Throughout the interviews the AINs reiterated that they wanted to learn
and grow as an AIN. They were eager to build upon their current level of education so that
they had advanced AIN skills and knowledge to assist the RNs in providing patient care, such
as undertaking blood sugar levels. Some RNs were willing to take the time to teach the AINs
either theoretically or through demonstration of clinical skills:
She [the RN] was showing me that it was occluded somewhere [the IV line], she
pointed out where the issue was and how to fix it…She said you need to know this
as you are part of the team. She was expressing how she was very happy with
how I had worked with the patient and it felt good (AIN4).
Despite some AINs experiencing further learning opportunities on some occasions, this
was not always the case. RNs sharing their skills and knowledge with the AINs through
teaching processes was dependent upon the individual RN. Several AINs discussed in their
interviews that RNs who were relatively new to the RN role were more willing to support and
educate the AINs compared to the RNs with many years of experience.
Mutual respect was recognised by AINs as an important characteristic of the workplace
relationship. There were varied reports from the AINs relating to feeling respected by the RN.
In some instances, an AIN may feel respected by one RN but not by another. Respect was
dependent upon the individual RN’s attitude towards the AINs and the RNs understanding of
the AINs role. One AIN discussed how having ‘your name on the board next to their name
made her feel as though the nurses are considering me’ (AIN ). However, the same AIN
stated that at other times they felt ‘dismissed’ by the RNs or was made to feel as an
‘inconvenience’ (AIN7). Being ignored was a recurrent comment amongst the AINs and they
reported ‘going home and you feel a bit crappy’ (AIN6). Another AIN reported feeling ‘less
than human’ and questioned why the nurses do not treat all members of the team with
‘respect’ (AIN3).
Being delegated ‘dirty work’ also influenced the AIN’s opinion of being respected.
Dirty work was defined as those tasks that are unpleasant. When the AIN was delegated tasks
that they feel were ‘dirty’ and they did not see the RN completing similar tasks they felt less
respected by the RN. AINs suggested that on occasion the RNs ‘embellished’ (AIN 4) tasks
that needed to be completed to make them appear ‘better than, or easier than what they ended
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up being’ when really it was ‘dirty work’ (AIN4). One AIN recounted a conversation with
friends who went on to question the reason for employment:
It is so not glamorous this job…We get all the yucky stuff that no one else would
want to do. I tell my friends about it and they wonder why I do this job (AIN10).
The level of respect that existed between the RN and the AIN was dependent upon not
only the individual RN, but also, the ward culture. AINs identified different wards as having
different cultures that supported and encouraged mutual respect and teamwork between staff
and the AINs. When the AIN was allocated to a ward where respect was encouraged, they
were happier, more effective team players. The AINs were able to share stories of working on
wards where the staff were ‘really nice, they treat me like I belong, and they make me feel
valued’ (AIN8). These AINs felt ‘quite supported’ (AIN2) when the RNs voiced words of
encouragement including ‘Oh you're very good, you're very helpful, you're one of the best
we've had’ (AIN6). Nevertheless, the individual nurse can make all the difference as to
whether the AIN feels respected regardless of the ward culture as emphasised in the
following quote:
...they treat you like rubbish down there……and then when that all comes
together with the work that you're doing it's a horrible place to be. But I was
actually there on Saturday morning and I worked with a clinical nurse and
she was amazing, and it changed the whole experience of that ward for me
(AIN2).

Alongside the feelings of being respected and belonging was the feeling of being
supported by the RN. The RN was the only person identified as supporting the AIN in their
role. The AIN felt supported when the RN checked in on the AIN to ensure that they were
managing their workload and able to provide the required care. RNs taking time out of their
busy schedule was a significant step to making the AIN feel valued. The AIN participants in
this study had varying experiences relating to feeling supported by the RNs. The AINs
suggested that some RNs demonstrated ‘support’ (AIN7 8, 9, 11) by ‘checking in every now
and then to make sure I am okay’ (AIN2) or ‘as if they are there to help me out’ (AIN1).
However, other AINs reported that they ‘were left to fend for themselves’ (AIN4) and they felt
that the RN was ‘avoiding’ (AIN2, 10, 11) them, and they had to ‘muddle through’ by
themselves (AIN6).
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In order to feel part of the team and supported by the RNs the AINs desired feedback
on performance. Constructive feedback for the AINs allowed them to learn from their
mistakes, clarify the expectations of the RNs, and improve their confidence levels. AINs
commented that they would welcome more feedback so that they could be ‘the best AIN
possible’ (AIN5); and ‘better support the RN’ (AIN9) in the delivery of patient care. Regular
feedback for the AIN was lacking for some which resulted in the AIN not knowing how they
were performing. It also increased feelings of isolation and not being a part of the team. The
AIN in the following quote explained how positive feedback can impact on feelings of self
worth:
The nursing manager came up and told me he had had really good feedback
about me from the physio's and the OT's…. I didn't know anyone knew who I was
because each time I go to a different ward there's not any staff members here that
actually would remember my name but he said that I'd had a really good
feedback from them. I felt really good when he told me this (AIN 6).
Other AINs were not as fortunate to have feedback provided to them to indicate how
they were performing in their role unless ‘they were doing something wrong’ (AIN8). Lack
of feedback left the AINs feeling ‘confused’ (AIN2) or with ‘no idea’ (AIN4) of how they
were performing as an AIN. This lack of feedback left the AINs unable to understand the
contribution they were making to the nursing team.
AINs who were studying to be a RN also influenced the way the RN respected,
supported, and welcomed the AIN as a team member. AINs who were studying to be a RN
commented that once the RN had identified that the AIN was a student nurse, they spent
more time with them and ‘help them understand certain procedures [in greater depth]’
(AIN11). This teaching covered a range of topics including clinical techniques and
theoretical concepts and included topics relating to future employment opportunities and
graduate learning opportunities. It was suggested by a few AINs that the RN liked to ‘share
their knowledge and experiences’ (AIN , 2, 3); and they also ‘like the idea that I have a job
that might help me in the future [as a qualified nurse]’ (AIN11). One student stated that by
telling the RN that they were a student nurse they were afforded ‘privileges’ that allowed
them ‘to do [extra] things, or they [the RN] teach you’ (AIN3). Whereas, if they did not
inform them of their participation in this relevant study they were ‘just treated like a door
mat’ (AIN3).
Student nurses reported that if they returned to a ward where they had previously
attended a clinical placement for their university studies, the RN would delegate to them
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more frequently. It was suggested that because the RN staff had previously evaluated their
skills and knowledge base, they were considered a ‘known quantity’ (AIN1). These AINs
felt that the RNs ‘trusted them’ (AIN4, 11) because they were ‘a nursing student’ (AIN
4,11). Additionally, they had reported feeling a sense of belonging within the team. They
reported that they had been able to ‘develop great relationships with those nurses’ (AIN2)
and ‘we work really well as a team together’ (AIN4). AINs also responded that the RNs
would welcome them positively with comments such as ‘oh great, it’s you’ (AIN 3) and
included them as ‘part of the team’ (AIN1) rather than ‘being left to my own devices’
(AIN11).
In contrast, AINs studying to be ENs reported that they did not believe that they were
treated any differently to the AIN who was not studying to be a nurse. Whilst the RN many
have been ‘encouraging’ they did not ‘go out of their way to teach me anything’ (AIN6).
Effective teamwork between the RN and the AIN required both parties to know what
had been accomplished and those activities that were left outstanding. In this research AINs
used the term ‘reporting back’ to describe this process. Reporting back refered to the AIN
communicating back to the RN when delegated tasks were completed. There were
inconsistent reports from the AINs regarding reporting back, some AINs reported back
regularly to the RNs with whom they were working, others less frequently. The process for
reporting back was also variable; some AINs verbally reported back and others documented
the tasks when completed. The documentation was either directly into the patient record or
was on a separate piece of paper which was later be transcribed by the RN into the patient
notes. For some AINs, the RN that they were working with may not make an effort to locate
the AIN during the shift to ask for an update on tasks completed. When this situation occured
the AIN at times forgot to inform the RN of changes in a patient’s situation or completion
status of delegated tasks. A final factor that impacted the AINs’ decision to report back was
how the RNs responded to the information that the AINs provided when reporting back.
According to the AIN participants, some RNs were encouraging of the AINs reporting back
and valued the information whereas other RNs were not so supportive.
I would let them know if something wasn’t right…if they had loose bowels for
example [and] if they didn't have loose bowels before, I’d definitely tell
them….but that's where it comes into the type of nurse [that you are working
with] do they actually take that feedback on or just ignores it (AIN 9).
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…..it definitely comes back to the sort of nurse you're working with, it is either
ignored and they don't care for your information, or it's like,…..that's interesting,
let's do a set of obs or let's stop this infusion (AIN7).

Accepting or refusing a delegation
The second theme was ‘accepting or refusing a delegation’ which identified that AINs
needed to understand their scope of practice and what was required from them to safely
complete delegated tasks. The AINs needed to understand this requirement at a variety of
levels including, the institutional level; the ward level; the nursing team level; and the patient
level in order to support the RN to provide effective patient care. Four sub-themes emerged
including (1) ‘knowing what to do’; (2) ‘handover’; (3) ‘declining a delegated task’; and (4)
‘scope of practice knowledge.

6.5.2.1 Knowing what to do

Knowing what to do incorporated a range of issues that the AINs needed to understand
and manage to be a productive member of the health care team. The AINs initially discussed
the need to understand the physical layout of the hospital, which included the location of
different wards and departments in relation to one another, and the specific layout of an
individual ward. AINs felt anxious as they were unable to mentally prepare for a shift prior to
the arrival at the hospital. The reason being that they were only notified where they would be
working when they arrived at the hospital prior to a commencement of a shift.
One AIN described how this feeling persisted from commencement of a shift as ‘I had
no idea really and you try to look confident, like I know what I am doing but I don’t’ (AIN1);
and ‘it’s a little bit confusing as they [nursing administration] allocate by ward number [and
not ward name] and I sometimes don’t remember or know what the actual specialty for the
ward is’ (AIN2). When AINs were sent to a diverse range of wards within the hospital such
as the emergency department, medical or surgical wards, dementia specific units and
rehabilitation units they felt as though they did ‘not really knowing what is going on’ (AIN5).
Additionally, AINs reported a sense of ‘being lost’ (AIN4) and ‘just standing there hoping
that someone would rescue them’ (AIN9) when arriving on the allocated ward. These
feelings stemmed from a lack of familiarity with the ward environment; not knowing the
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nursing staff with whom they were working; not being acquainted with the ward structures
and norms; and not understanding what is required of them for the shift. AINs voiced the
need to work on one ward for a period of time as ‘it is hard when they keep changing us
around’ (AIN9). This would allow them to ‘get some idea of where I am and what I am
meant to be doing there’ (AIN8), as they felt that they didn’t ‘know where anything is, where
the equipment and supplies are…it is hard when they keep changing us around’ (AIN5).

6.5.2.2

Handover

Once they had navigated the hospital the AIN then had to establish what was required
of them for the shift on their allocated ward. Receiving handover prior to commencing a shift
was identified as an important way of gaining this information in order to determine what the
role and work of the AIN would be for that shift. AINs reported receiving handover from
two main sources, the AIN who had worked the previous shift and the RN that would be
supervising them for the current shift. Handover was a two-way conversation with the AIN
expected to actively participate. In order to be provided with an adequate handover the AIN
would ‘probe’ (AIN8); and ‘prompt’ (AIN2) to ensure that they were receiving all the
information they required to provide patient care. However, prompting of the RN developed
over time with an AIN describing it as ‘now I'm more experienced I know what questions to
ask [such as]….are they continent, what their diet includes, are they on any restrictions, are
you monitoring their output etc’ (AIN6). The ideal handover was described as being
‘thorough and it gives you a really clear understanding of who your patient is, and what you
need to do’ (AIN8).
An ideal handover was not always provided and the AINs identified issues that were
consistent across the both the AIN to AIN handover, and the RN to AIN handover. The
quality of the handover was reported as being ‘beneficial’ (AIN4) to ‘non-existent’ (AIN7)
depending on the individual RN or AIN. Describing the quality of the handover the AINs
suggested that ‘sometimes you get lucky, and you get a good handover’ (AIN1), or
‘sometimes the handovers were pretty woeful’ (AIN2).
Some aspects of the variability in the handover that emerged were that handovers did
not always equip the AIN with the information they required to begin to understand the
patient, or the care required. Information regarding reason for admission, safety precautions,
behavioural concerns, and information relating to assistance required for activities of daily
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living were often lacking. When handover was inadequate words such as ‘basic’ (AIN5) or
‘brief’ (AIN11) were used by the AIN to describe the situation. The following quote
emphasises the issues the AIN faced when receiving handover.
Sometimes they'll say ‘Oh well, you got handover from the nursing assistant
beforehand. That should be enough’. Other times they are very very basic, basic,
basic and they don't really go into much detail. And you'll finish a shift, and you'll
find out from the next nurse coming on that the persons had a history of ….. a
sexual sort of behaviour or physical violence and stuff like that and you're like oh
well it would have been nice to know that previously to keep an eye on that just to
be aware you know (AIN5).
During the interviews, the AINs identified factors that impacted on the AIN to AIN
handover. The time of the day impacted on the quality of the handover with morning shift
handovers described as ‘the worst’ (AIN8) and ‘night shift AINs’ (AIN7) not knowing how to
perform handover. Another AIN suggested that, ‘I don’t think some of the AINs know how to
give handover, I am not sure if they have ever been taught to do one’ (AIN4). Being
‘motivated’ (AIN2), or an ‘enthusiastic’ (AIN10) AIN correlated to a more meaningful
handover for the receiving AIN.
Despite requiring a holistic handover, AINs reported making mistakes with patient care
as they had not received a complete handover from the AIN. In one instance the AIN was not
informed that the ‘patient was nil by mouth’ (AIN3) resulting in the patient not fasting for a
procedure.
A further factor affecting the quality of a handover was when English was a second
language for the AIN providing the handover. AINs reported ‘language barriers were a big
issue’ (AIN2) and in some instances the AIN with English as a second language spoke ‘so
quietly, or sometimes so quickly, that I have no idea what they are on [talking] about’
(AIN7). The AINs reported in many instances that they struggled to understand the handover
when there was a ‘really strong accent’ (AIN2, 9). These issues resulted in the AIN failing to
fully comprehend what care was needed.
Specific issues pertaining to the RN to AIN handover included timeliness of handover.
Receiving a handover from the RN could be very delayed, in some instances the AINs
reported waiting up to ‘two hours’ (AIN2, 10) after the commencement of the shift and this
made the AIN feel that the RN was trying to ‘avoid’ (AIN8) them. In some situations, the
AIN had to ‘chase up’ (AIN4) the RN for a handover. This delay resulted in the AIN not
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necessarily understanding care requirements and they ‘just try and work out what I am meant
to be doing by myself’ (AIN10).
A further issue regarding handover concerned the AIN who was studying to be a
nurse (RN or EN). These AINs desired a more substantial handover compared to the AIN
who was not studying to be a nurse. These AINs were accustomed to providing and
receiving handover in a structured format during clinical placements for their university
studies. During the interviews, all of the AINs who were studying to be nurses reported that
they wanted a more ‘comprehensive handover’ (AIN1 2, 3), similar to what they received
whilst on ‘clinical practicum as a student nurse’ (AIN6, 11). When the handover failed to
follow the structured format, these AINs were ‘frustrated’ (AIN2, 4) as they felt they had not
received the handover they ‘need[ed] to provide safe patient care’ (AIN1, 4, 11). AINs who
were nursing students desired more information about their patient as they had a higher
knowledge base and skill level compared to AINs who were not student nurses. To
compensate for this lack of information in the handover, they sought out further information
by reviewing patient notes where available or questioned the RN further:
I try to get my hands on the blue notes if possible [patient medical notes] to find
out a bit more about the patient, like, what things have worked in the past to deescalate a situation, what to not do, what to not talk about, what they like, what
they don’t like. Anything like low BP so that when I mobilise them, I take that
into consideration. I just want to know more so that I can be a more effective AIN
(AIN 11).

6.5.2.3 Declining a delegated task

The second sub-theme in ‘accepting or refusing a delegated task’ is the challenging
situation in which the AIN was placed when they refused to accept a delegation. This subtheme discussed factors surrounding the AIN’s ability to say ‘no’ to the RN when being
delegated a task including, the AIN being unable to do everything, safety issues, job security
concerns, and the AIN wanting to help the RN despite refusing a delegation. Many AINs
remarked that it was ‘not in my character to say no in their everyday life and find it difficult
to say no in my work role’ AIN 9). They perceived their role as helping the RN and this
entailed saying yes to delegated tasks.
The AINs wanted to be viewed by the RNs as capable and competent in care provision
without appearing ‘lazy’ (AIN7, 9, 11), and they did not want to be thought of as ‘poorly’
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(AIN11) in their work ability and so they were reluctant to say ‘no’. In many cases, the AIN
would not refuse delegations especially if they were from a ‘senior nurse’ (AIN6) as they
believed that they could not say ‘no’ (AIN7). On these occasions, the AIN found themselves
overloaded with work. AINs who experienced work overload described having ‘three
different nurses telling me what to do and expecting me to be able to do it all’ (AIN9); and
‘sometimes I can have different nurses asking me to do things all at the same time’ (AIN8)
without these nurses considering that another RN has already delegated them work.
Another participant outlined a further reason for having too much to do, suggesting
that AINs are placed in situations where the coordinating nurse allocated them to one patient
for a particular reason such as behaviour management, however, they were asked to care for
an additional patient (or patients) by the staff nurse. These requests caused confusion and
internal conflict for the AIN as they tried to meet the needs of the different nursing personnel.
One AIN stated that they would prefer not to complete a task if overloaded with work than to
say ‘no’, and instead would report to the nurse that ‘they ran out of time’ (AIN3). These
actions resulted in care being missed or not completed in some instances.
Being delegated multiple tasks by different RNs did not always mean that the AIN
was overworked. Several AINs reported they had plenty of time to complete all activities
despite being asked by more than one nurse to complete a task. As can be seen from the
quote below it depended on individual situations:
It happens sometimes, it's more in a four bedroom. Like last night the nurse asked
me to help and my patients were asleep, and they were fine. And she asked me to
help with a pad change, and I'd be like yep [yes] sure yep. So, it does
happen…but I am not overworked (AIN8).
Despite reports that the AIN was reluctant to say ‘no’ to the RN during delegation some
AINs offered that if patient safety was jeopardised, they would refuse a delegation. Some
AINs emphasised that their ‘number one priority is patient safety’ (AIN3) and if they thought
‘there is any chance of a patient getting hurt I will say no’ (AIN5). Despite some AINs
indicating they would refuse a delegation if it threatened patient safety, this was not always
the case. The following two quotes highlighted situations where the AIN did not necessarily
refuse a delegation in the best interest of patient safety:
I had a situation where this patient, who wasn't officially under my care but I was
told to watch, was sitting in a wheelchair, tried to get out and fell on the floor and
then they [the registered nursing staff] tried to blame the patient falling on me
(AIN1).

112

I was allocated officially to one patient but then asked to also ‘just keep an eye’
on the other patients in the room…. one of them, when I wasn't with her…had a
fall which of course was going to happen (AIN6).
While the AIN considered patient safety issues when refusing a delegation, they did not
consider their own personal safety as a suitable reason for refusing a delegation. Seeking
assistance after they had accepted a delegation was also not considered an option for AINs as
discussed in the following quote:
I was left in a room with a man who had broken someone's arm in a different
facility and because he was really vocal they closed the door because he was
upsetting the other people. So I had no form of safety for myself…..I didn't have
anything to keep me safe and that was quite intimidating and I worked really
hard that shift to keep myself safe and him safe. But it just plays in the back of
your mind that you don't have a safety badge on you. I'm taking people out for
cigarettes out in the courtyard [with] no safety device on me (AIN11).
During the early stages of employment, several AINs recounted feeling ‘panicked and
stressed’ (AIN4, 9) and felt that it would be inappropriate of them to decline a delegation.
However, their ability to say ‘no’ developed over time for the majority of the AINs with many
of them understanding that they ‘can only be in one room at a time, I can only do one thing at
a time’ (AIN9) and despite it being ‘difficult to say no’ (AIN10) they were ‘getting better at
saying no’ (AIN9, 11). Some AINs were concerned that if they refused a delegated task it
may impact on their future employment and allocation of shifts as an AIN.
For all participants their only source of income was working as an AIN and as such, job
security was a major concern. Interviewees were concerned that if they did not agree to a
delegation, they might ‘lose their job’ (AIN7), be ‘reported to management’ (AIN2); have
their weekly shifts ‘reduced in number’ (AIN4); be sent to a ward that is known to be ‘bad’
(AIN6) or ‘very heavy’ (AIN10). These factors contributed to the reasons why the AINs did
not say ‘no’ during delegation. Being concerned about job security and wanting to be seen as
a useful member of the healthcare team placed the AIN in a vulnerable position and increased
the pressure on them to not refuse a delegation.

6.5.2.4 Scope of Practice

The third sub-theme of ‘accepting or refusing a delegation’ related to the AINs working
within and understanding their SOP. Whilst the majority of AINs knew their SOP and
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worked within it, there were times when a few AINs worked outside of these guidelines.
Administration of oral medications, sub-cutaneous injections and female catheterisations were
some of the tasks that AINs reported in their interviews that they had accepted as delegated
tasks that were not within the WA recognised AIN SOP.
In order for the AIN to deliver safe patient care they need to be fully aware of their
SOP. Most AINs knew that they had a SOP however, some did not necessarily follow the
SOP document, nor did they know specifically the tasks that they were allowed to complete as
an AIN. Some AINs offered as explanation that they were ‘not really sure about it’ (AIN5);
and ‘I am not 100% sure [of their SOP] if you were to test me on it’ (AIN11); and they
thought that their ‘scope of practice [was] quite basic … I think in the clinical side of things
it's really just obs [vital signs] and BSLs’ (AIN2). Several AINs who were employed by the
government-nursing agency stated that they deferred to their agency SOP: ‘I got one [SOP]
when I started work for the agency and that is the one that I use’ (AIN5), rather than consider
the hospital specific AIN SOP, with some AINs believing that ‘they’re [SOP documents] all
the same’ (AIN8). It was suggested by one AIN that they might ‘need to check the hospital
one to see if I am doing anything wrong’ (AIN10). The majority of the AINs who were
working for the government agency were not aware of any existing ward specific SOP
changes, and the importance of checking the hospital policies and protocols relating to the
AIN SOP. An example of a ward specific change was Ward X where AINs were not allowed
to perform patient observations. When an AIN does not consider the hospital policies and
protocols to ensure that they are working in a safe manner, they may be stepping outside of
their SOP or alternatively, not working to the full extent of their SOP. Despite these results,
one AIN who was employed by the government nursing agency was very clear on the need to
check individual hospital and ward SOP:
The main thing they said over and over again was ‘know the policies and
procedures’ … you have to know how to work in that particular place, how they
do things, and you have to do what they want you to do…they harped on that over
and over again (AIN4).
The RNs’ understanding of the AINs’ SOP seemed to also impact on the AIN’s
understanding of their own SOP. AINs looked to the RNs for leadership regarding delegation
and expected the RNs to be fully cognisant of the AINs role. However, some AINs recounted
that ‘some of them [RNs], don't know, they're not fully clear, of what we can do’ (AIN11) and
would question the AINs SOP by asking questions such as, ‘Are you allowed to do BGLs
[blood glucose levels] ? What about this? What about that?’ (AIN4). However, if an AIN
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was unsure about their own SOP and the RN delegated an activity to them, they assumed that
the RN was knowledgeable about the AIN SOP and would delegate appropriately and within
their SOP:
I think it’s pretty important that the RN knows our SOP. Surely, if they delegate
to me then it must be within my SOP. I am pretty sure that they know what they
are doing (AIN11).
There were specific issues that arose for the AIN who was studying to be a nurse to
ensure that they worked within their SOP. For these AINs, guaranteeing that they were
working within their correct SOP for their role was often challenging. Some AINs reported
that RNs on occasion taught the AIN who was studying to be a nurse and encouraged them to
complete advanced tasks that were not part of the AIN SOP. Role blurring occurred for some
of the AINs between their SOP as an AIN and their SOP as a pre-registration nursing student.
Several AIN participants who were also student nurses stated that they ‘consider whatever
point I am at uni’ (AIN4, 11) and used that as a guide when considering their SOP, rather than
the hospital policies. Others considered the point during their degree ‘when I became an AIN’
(AIN2, 3), and others accepted a delegation if they had a previous relationship with the
delegating nurse during a clinical practicum associated with their university studies. Many
AINs who were studying to be a nurse stated that they were aware that they were being asked
to complete activities such as ‘hang some antibiotics’ (AIN6), that were not in line with their
AIN SOP. When this occurred, for the most part, they were comfortable in informing the RN
that an activity was ‘outside of my SOP’ (AIN6). The AIN suggested that the RN in this
instance was being ‘a bit cheeky and lazy’ (AIN6). However, some AINs knowingly stepped
outside of their SOP and completed activities including, ‘subcutaneous injections’ (AIN11);
administering ‘Panadol’ (AIN4); and ‘catheterising’ (AIN2). The reasons offered to explain
why the AIN worked outside of their SOP in these situations included the room being under
‘contact precaution … and I was gowned up’ (AIN11); ‘the patient was really difficult and
non-compliant’ (AIN4); and ‘it was a great opportunity to learn’’ (AIN2). It was apparent
that the AINs believed that they were helping the RNS who were ‘very busy’ (AIN2, 4, 11).
One AIN explained how being a pre-registration nursing student impacted their decision to
step outside of her SOP in the following quote:
There was one patient that I worked with and I was working with the nurse who
was my clinical facilitator [when completing a clinical placement for university
RN studies] so she got me to do heaps of stuff. I was checking her oxygen levels
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all the time and reporting back and because she was having periods of a drop in
oxygen saturation, so I was basically monitoring that for her (AIN1).
Several AINs voiced feeling conflicted when they were asked to complete an activity
which they knew was outside of their SOP. One AIN recounted a situation where even
though they had a discussion with the RN about the delegation not being within her SOP, they
still completed an inappropriate delegation in spite of both parties being aware that it was
outside of the AIN’s SOP. This issue was discussed in the following comment:
I told the nurse ‘I'm not supposed to give medication’ and she goes ‘I know you're
not supposed to’ she just left it there….and I was like ‘I don't know if I should do
this’, but I did, I did give it … (AIN2).
Conversely, in an attempt to ensure that they did not step outside of their SOP some AINs
who were studying to be an RN made a decision not ‘to tell the RN that I am studying
[nursing]’ (AIN7). They supported this decision as they had experienced RNs delegating to
them outside of their SOP and were concerned that the RN ‘will expect me to do things that I
know I shouldn’t do’ (AIN6).

6.6 Summary
In this chapter the qualitative results were presented. The interview data suggested that
some RNs were not fully aware of the role or the SOP of the AIN working in the acute care
environment. This lack of clarity for these RNs regarding the AIN role caused confusion and
resulted in a lack of, or inappropriate, delegations occurring from the RN to the AIN. Many
factors impacted on the RNs decision to delegate including the use of intuition.
Communication was a common theme threaded throughout all aspects of the interviews and
was an essential component of effective delegation.
In general RNs valued the role of the AIN as it freed them up to focus on higher order
nursing activities. However, given the opportunity the RN would prefer to work with the
AIN who was also a pre-registration nursing student as they deemed them to have more
advanced skills and knowledge resulting in the RN feeling more comfortable to delegate.
AINs saw their primary function was to support the RN in providing nursing care to
patients. Overall, AINs wanted to be accepted into the nursing team by the RNs but many
voiced feelings of isolation and not belonging.
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Many factors impacted on the AIN being comfortable in accepting, and completing, a
delegation. In general, AINs were reluctant to refuse a delegation for a variety of reasons
including fear of retribution. This could result in the AIN being overwhelmed by their
workload and unable to complete all nursing tasks as required. Interestingly, many AINs
were not fully aware of the existence of differing SOP for the AIN, which resulted in
completion of activities that were outside of their SOP.
AINs who were also studying to be RNs resulted in them experiencing working as an
AIN differently. Being a pre-registration student nurse in many instances facilitated a sense
of belonging to the nursing team. Additionally, these AINs felt respected by the RN.
However, disadvantages were also identified including blurring of the student nurse and the
AIN SOP boundaries which resulted in the AIN completing tasks outside of their SOP.
Chapter 7 will present a triangulation of the data presented in Chapters Five and Six. This
will enable an understanding of the delegation practices between the RN and the AIN in the
acute care setting.
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7 Discussion
The purpose of this research was to understand current delegation practices between the
RN and the AIN in the acute care environment. Chapters Five and Six reported the results
from the two phases of the study. This chapter will present a triangulation of the quantitative
data, the qualitative data and the literature review to provide a holistic understanding of the
current delegation practices between the RN and the AIN in the acute care environment.
Participants who completed the survey in Phase One included 100 RNs and 71 AINs.
The RN survey questions focussed on the RNs’ attitudes to delegation; reviewed the
delegation process from a risk management perspective; and explored the tasks delegated to
the AIN by the RN. The AIN survey explored the AINs’ experiences with RNs asking them
to complete nursing care during a shift; the support and supervision they received during the
delegation; and the tasks that the AIN completed while working in the acute care
environment.
The results from this quantitative Phase One informed the development of the semistructured interview questions utilised in Phase Two of the study. In this second phase 12
RNs and 11 AINs were interviewed which allowed for a more in-depth qualitative
exploration of the quantitative findings. Factors impacting on the RNs’ decisions to delegate
in the acute care environment, and the experiences of AINs being delegated to were explored.
From the literature review it has been determined that delegation is an essential skill
that allows the RN to allocate different aspects of patient care to other team members to meet
patient care demands and ensure timely provision of care. Furthermore, effective delegation
results in a more efficient clinical environment as clinical tasks are delegated to staff based
on their SOP and the individual’s competence (Ray & Overman, 2014). However,
delegation, like collaboration, teamwork, and communication, may often be regarded as less
important than other clinical skills despite many healthcare errors resulting from a breakdown
in communication (Drach‐Zahavy & Hadid, 2015; Foronda, MacWilliams & McArthur,
2016; Gluyas, 2015). It is widely acknowledged from the literature spanning many years that
nursing education focuses more on the technical side of nursing and frequently considers
clinical skills to be the most critical aspect of a nurse’s practice rather than communication
and teamwork skills (Campbell et al., 2020; Gerstein & Friedman, 2016; Henderson et al.,
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2006; Laari & Dube, 2017; Ng, 2020; Pearson & McLafferty, 2011; Ray & Overman, 2014).
Appendix 13 outlines the themes identified from triangulation of the data.

7.1 Registered nurses
Three findings relating to RNs were identified from Phase One of the research. Firstly,
nurses did not have a strong opinion on their attitude to delegation, with 48% of RNs having
a ‘somewhat’ positive attitude to delegation and 45% having a somewhat negative attitude to
delegation. Secondly, RNs did not routinely complete a risk assessment prior to delegation of
activities to AINs. Thirdly, some RNs were reluctant to delegate approved activities to AINs
however there were instances of inappropriate delegation of activities such as starting an IV
line. During Phase Two the results from RNs identified three overarching themes; 1) decision
making for delegation; 2) AINs Scope of Practice; 3) Information exchange.
Furthermore, there were six main factors identified in this research that influenced the
RNs’ decision-making surrounding delegation: 1) the personality characteristics of the RN; 2)
the multifaceted act of delegation; 3) lack of understanding regarding the responsibility and
accountability concerning delegation; 4) understanding of the AIN SOP; 5) RNs delegate to
AINs based on their clinical decision-making, and 6) pre-registration (RNs/ENs) AINs are
treated differently by RNs.

Personality traits
Personality traits, including perfectionism and control, contributed to a RN’s decision
to delegate. Nurses who identified as being perfectionists discussed having a reduced
capacity to delegate as they believed that no one could provide care to their expected level.
This is supported in the literature where Burke et al. (2006) and Ruff (2011) suggest many
nurses are not naturally inclined to delegate as a result of this characteristic. Researchers who
used the same survey tool developed by Krein (1982), have reported mixed results regarding
RN’s attitudes to perfectionism and their decisions to delegate. For example, nurse managers
who participated in a study by Baddar et al. (2016) were unsure as to whether they were
perfectionists and how this impacted their decision to delegate. In another study of 150 RNs
working in public hospitals in Lahore (India), 80% of nurses reported that they chose not to
delegate citing perfectionism as the reason (Khadim et al., 2018). In contrast, RNs in the
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study by Kaernested and Bragadottir (2012) which also used the Krein tool to explore
delegation practice did not agree that being a perfectionist resulted in them not delegating to
the AIN.
Maintaining control is linked with the personality trait of perfectionism (Johnson et al.,
2015; Kaernested & Bragadottir, 2012; Standing & Anthony, 2008). There are contradictory
results between Phase One and Phase Two of this research regarding control and its influence
on delegation. In the quantitative phase, the majority (72%) of nurses reported that they were
able to maintain control of nursing care delivery when delegating to the AIN. In contrast,
during the qualitative phase, several nurses cited control issues as a factor for them deciding
not to delegate. Interview data from both the RNs and the AINs in this research identified
that the RNs did not regularly delegate routine activities to the AINs. It may be that when
some of the RNs were given the opportunity to explore their delegation practice, it became
apparent to them that with respect to delegation, they did have a ‘controlling personality’,
which impacted on their willingness to delegate. Issues surrounding delegation and control
are not unique to this research with the literature citing many instances of RNs’ decisions to
delegate being impacted by their desire to maintain control (Bittner et al., 2011; Johnson et
al., 2015; Kalisch, 2011; Potter et al., 2010). A Swedish study by Bystedt et al. (2011)
included interviews with RNs to further understand how they perceive delegation to AINs
within community based care environments. Lack of control and powerlessness were
feelings identified by the RNs as they believed they no longer had control of care ‘in their
hands’ when they delegated (Bystedt et al., 2011). RNs in an earlier study by Kearin and
Conway (2007) did not talk about delegating to the AIN, rather they saw the AIN role as one
of ‘helping’ the RN when requested. Nearly half of the nurses agreed that the AIN should not
be allowed to provide direct nursing care without the RN in attendance (Conway & Kearin,
2007). This result points toward the RN needing to control care delivery and seek support
from the AIN to assist them when requested, rather than enabling the AIN to complete a
nursing activity independently.
Regardless of control issues, many RNs in the current research expressed frustration
when delegated activities were not performed to their level of expectation, and this influenced
their decision to delegate. A recent study by Calderon-Margalit et al. (2017) investigating the
attitudes and professional interactions between RNs and AINs, identified similar results with
nurses willingly delegating to AINs, however, they were disappointed when the quality of
care provided did not live up to their personal expectations. Similarly, an earlier study by
Potter et al. (2010) found that RNs became frustrated and resented the AIN role when care
120

delivery was substandard. As a consequence, the nurses decided not to delegate and
completed the work themselves (Potter et al., 2010).
A novel finding from this research was the RN wanting to protect the AIN and in doing
so choose not to delegate. This protective response may be due to the RNs personality and
desire to ensure their colleagues are not harmed. There was no literature identified that
mirrors this finding.
The current research adds to the existing body of knowledge surrounding the impact
that personality factors have on the RNs’ decisions to delegate. Identification of these factors
allows RNs to understand their strengths and areas for improvement relating to delegation,
providing a basis for future personal development.

Delegation is a multifaceted process
The second factor that influenced delegation by RNs was that the act of delegation is a
multifaceted process. To be able to delegate the RN needed: self confidence in their abilities
to delegate; to have a sound theoretical foundation of delegation; and the opportunity to
practice delegation. In addition, the RN needed an understanding of the policies, procedures
and frameworks governing the act of delegation, effective communication skills and the
opportunity to practice the skills associated with delegation (Wagner, 2018). Sound critical
thinking skills are required to identify who is the most appropriate person to complete a task
and whether delegation of this task is appropriate given the clinical circumstances (Haugen et
al., 2019). Nurses then draw on this knowledge and experience when deciding to delegate
tasks to AINs. Not all nurses in this study believed they had all these attributes in order to
feel confident to delegate.
A lack of education on delegation both pre and post registration was emphasised as an
issue for many RNs in this study as was the need to practice delegation during their studies or
when working as an RN. These findings are echoed in the literature with the majority of
nurses reporting they have received little to no education relating to delegation in their
undergraduate studies (Ericson & Zimmerman, 2020; Henderson et al., 2006; Magnusson et
al., 2017; Mbewe & Jones, 2015; Morrow, 2015; Sowko et al., 2019); and, less opportunity to
practice delegation decision-making during their clinical placements (Arreciado Marañón &
Isla Pera, 2017; Feldman & Greenberg, 2005; Hasson et al., 2013; Mbewe & Jones, 2015).
However, nurse managers expect RNs at graduation to have the necessary skills and
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knowledge to delegate within the clinical setting (Berkow et al., 2008; Chernomas et al.,
2010; Dyess & Sherman, 2009).
Not all RNs were familiar with the NMBA DMF (2020) which is intended to support
RNs to make delegation decisions. When RNs are unaware of the risk management
requirements surrounding delegation poor patient outcomes as well as poor patient
satisfaction may result. Those RNs that were aware of the framework found it confusing and
hard to interpret which may explain why many RNs in Phase One of this research did not
always complete a risk assessment prior to delegation. A further explanation for the lack of
risk management undertaken prior to delegation may be that to understand and implement the
NMBA DMF is onerous and time consuming. When RNs do not have enough time to work
through the decision-making framework, they may choose to delegate without following all
the required steps of the process. Uncertainty surrounding policies and procedures within
nursing are well documented, including confusion surrounding nursing nomenclature (Carter,
2010); clinical nursing processes (Garforth & Garcia, 1989; Stephenson, 2011); reporting
processes (Jeffe et al., 2004); and the existence of policies to guide practice (Perry et al.,
2003; Wolff et al., 2010).
Results from Phase One identified that NQNs were less likely to delegate nursing
activities such as ‘answering call bells’ compared to those nurses who had been working for
more than one year. It is important to note that a NQN in this research is defined as a nurse
who has been qualified and worked for less than one year. The interviews with RNs support
these findings with the NQNs indicating that they did not delegate for several reasons,
including: 1) they did not know how to delegate; 2) they wanted to be seen as a valuable
staff member; and 3) completion of all nursing care was their attempt to socialise themselves
into the nursing team. These results are mirrored in findings by others, for example: lacking
the necessary skills and knowledge to delegate (Henderson et al., 2006; Johnson et al., 2015;
Magnusson et al., 2017); not wanting to be thought of as lazy by other staff (Johnson et al.,
2015; Kaernested & Bragadottir, 2012; Potter et al., 2010; Schluter et al., 2011); and, wanting
to be seen as a worthy member of the nursing team (Clark & Holmes, 2007; Corazzini et al.,
2010). These findings contribute to the body of research regarding NQNs being overworked
and feeling ‘burnt out’.
Experienced RNs identified that their ability to delegate developed over time. As they
became more comfortable and confident in their role as RNs, they experimented with the
processes associated with delegating to AINs. As such, these experienced nurses were more
willing to delegate tasks to AINs. Similarly, there are numerous reports within the literature
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that the process of delegation is a skill learned ‘on the job’ (Allan et al., 2016; Bittner &
Gravlin, 2009; Magnusson et al., 2017; Parsons, 2004). In an Australian study, Saccomano
and Pinto-Zipp (2011) suggested that nurses develop their skills over time, making sense of
clinical situations to further develop their delegation skills. Equally, RNs in the study by
Kaernested and Bragadottir (2012), identified that despite being exposed to education on
delegation, they still deemed the majority of their delegation skills were learned over time
and through a process of trial and error.

Accountability, responsibility and delegation
The third factor impacting an RN’s decision to delegate was the confusion associated
with their responsibility and accountability during delegation. Nearly all RNs in this study
were ‘confused’ and concerned about the legalities associated with their own responsibility
and accountability when delegating to the AIN, citing this as a major deterrent to delegation.
Unfortunately, this is not a new finding. Despite professional nursing bodies internationally
defining these terms (Calderon-Margalit, 2008; International Council of Nurses, 2012;
NMBA, 2020) there remains significant ambiguity amongst nurses surrounding the meaning
and understanding, and as a consequence, application of these terms in their practice
(Ghasemi et al., 2018; Krautscheid, 2012; Manuel & Crowe, 2014). The NMBA (2020)
states that accountability is shared between the RN and the AIN during the delegation process
however, the RN maintains responsibility for patient care overall (NMBA, 2020). Retaining
this responsibility and accountability has been identified in the literature as a major factor that
impedes an RN from readily delegating to the AIN (Spilsbury et al., 2013; Standing &
Anthony, 2008; Standing et al., 2001).
Nurses were reluctant to delegate in case the outcome of the delegation resulted in
patient harm, and they were held to account for the consequences. It is not clear from the
results whether they understood delegation is a two-way process between the RN and the
AIN, both in the allocation and acceptance of tasks (American Nursing Association, 2012;
Australian Nursing and Midwifery Federation, 2018a; NMBA, 2020). That is, RNs maintain
professional accountability for their decision to delegate a particular activity to the AIN after
having completed a risk assessment following the NMBA DMF, and the AINs are
responsible for the level of care provided when they accept the delegated task (NMBA,
2020).
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Research into nurses’ understanding of accountability and responsibility reinforces the
lack of understanding that exists around these terms. An Israeli study involving 23 nurses
identified that nurses were not able to clearly explain accountability within the nursing
process, nevertheless, all nurses discussed its importance (Leonenko & Drach-Zahavy, 2016).
Likewise, an earlier study by Johnson et al. (2004) involving nurses from intensive care and
high dependency units found that RNs were not willing to delegate to the support worker.
This was due to their concerns about where the accountability and responsibility for
delegated activities rested. Clarification was required surrounding these concepts and the
implication negative patient outcomes would have on their registration to practice.
This lack of understanding by RNs in relation to their accountability and responsibility
and their concerns in delegating to AINs, demonstrates that RNs do not understand the
processes or implications of delegating, for example: The RN is at risk of criminal and civil
court proceedings and de-registration (Bittner & Gravlin, 2009; Hansten, 2008); loss of
income; and loss of reputation when they fail to understand their responsibility and
accountability surrounding delegation (LaDuke, 2000).

Understanding the AIN scope of practice
The fourth factor influencing delegation was a lack of understanding of the AIN role
within the nursing model of care. The SOP for AINs in this research was identified by a task
list set down by the Department of Health in the Operational Directive for Assistants in
Nursing which is freely available on the study site’s intranet. (Refer Chapter 1.3 and 2.2).
RNs indicated that they did not routinely delegate activities that are listed on the SOP, such
as showering and blood glucose monitoring to the AIN. Likewise, AINs stated that they were
not regularly delegated care activities that they are approved to complete. Given ongoing
concerns about nurses’ workload it is important to fully utilise the AIN in care delivery and
this is more likely to occur when they are effectively integrated into the nursing team
(Duffield et al., 2019). Successful integration involves amongst other things, all parties
understanding one another’s SOP and, the accountability and responsibility one holds during
the delegation process.
Understanding one’s SOP and the SOP of those with whom you are working is
essential for safe and effective delegation (Potter et al., 2010; Schluter et al., 2011; Standing
& Anthony, 2008). The lack of understanding surrounding the role of the AIN may be
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attributed to a lack of continuing education on a regular basis regarding the AIN role, and the
fact that the AIN role is relatively new in the acute care environment where this research was
conducted. Irrespective, the notion that the RN and the AIN are not fully conversant on the
subject of the AIN SOP is not unique to this research (Dahlke & Baumbusch, 2015; Kessler
et al., 2010; Wilberforce et al., 2017). The literature reports that RNs were unsure of the
suitability of tasks for delegation (Gravlin & Bittner, 2010; Kaernested & Bragadottir, 2012;
Spilsbury et al., 2011); and, both RNs and AINs lacked understanding of the AIN SOP
(Potter et al., 2010; Standing & Anthony, 2008).
There are other reasons for confusion between the RN and the AIN during delegation. It
is common for wards to make specific adjustments to the AIN SOP [which is a list of tasks as
stated in the Operational Directive (2013)] in response to ward need or acuity, to ensure
patient safety. For example, Ward X in this study prohibits AINs from taking patient
observations even though this is an approved activity on the AIN SOP. The variable nature
of the AIN SOP on different wards within the hospital resulted in confusion for both RNs and
AINs as to what activities they could undertake. This ultimately led to RNs choosing not to
delegate, and AINs not being cognisant of the activities that were within their SOP when on
different wards. Lack of understanding of SOP is further compounded by AINs not
necessarily being allocated to the same ward each shift resulting in them not being able to
learn ward specific modifications to their SOP. This ambiguity supports early research by
Jack et al. (2004) who described wide variability between the tasks that AINs can complete
across the entire hospital setting. This variability resulted in RNs being confused as to what
they could delegate and therefore choosing to ‘play it safe’, and not delegate (Jack et al.,
2004). Similarly, RNs in a study by Standing and Anthony (2008) reported that they found it
easier and less time consuming to complete the task themselves as there were four different
categories of care assistants that supported RNs in the hospital, all with a different SOP.
Furthermore, casual pool or float nurses reported delegating the least as they constantly
moved throughout the hospital and were unable to remember the different SOPs for each
clinical area (Standing & Anthony, 2008).
The NMBA DMF (2020) explicitly states that the RN must understand the AIN’s SOP
to delegate care and the AIN must understand their SOP in order to accept a delegation. In
Phase One of this research RNs did not always ensure that there was ‘organisational support
in the form of local policies/guidelines/protocols’ for the performance of this activity by an
AIN, and in Phase Two both the RN and AIN were expecting the other party to be fully
conversant of the AIN SOP. Some RNs believed that they were not responsible for knowing
125

the AIN SOP and they were not expected to know they AIN SOP. These RNs felt that
regarding the activities that they could complete, the responsibility rested with the AIN.
They did not believe that it was their responsibility to ensure that the AIN worked within
their SOP, rather, if the AIN was delegated a task by the RN that fell outside of their SOP,
then the AIN was responsible for informing the RN. Equally, many AINs wanted to rely on
the hierarchical nature of the hospital environment to ensure they were working within their
SOP. The AIN was of the understanding that any delegation was appropriate, and therefore
safe for them to perform. Similar findings were reported by Potter et al. (2010) when AINs
suggested it was the RNs’ responsibility to ensure that they were only delegated tasks that fell
within their SOP, and they became annoyed when RNs delegated them activities that were
outside of this.
Results from the current study indicated that there is a lack of ownership by the AIN
regarding their responsibility and accountability for their own SOP. At the same time, the
RNs were placing themselves and patients at risk in not knowing the AIN SOP as it is a
requirement of them when making informed decisions regarding delegation. The NMBA
DMF states that the RN is ultimately responsible for the delegation of nursing care activities
to the AIN (NMBA, 2020). These two factors potentially impact negatively on the quality of
patient care and patient outcomes. RNs need to understand that their lack of knowledge of
the AIN SOP combined with a reluctance to accept responsibility for ensuring delegated
activities that fall within the AIN SOP, places them at risk of legal proceedings and
deregistration.
When the RN chooses not to delegate to the AIN, irrespective of the reason, it can
result in an underutilised staff member (the AIN). AINs stated that on occasion, the RN did
not delegate activities to them, and they felt as though they were not working to their full
SOP, nor were they fully utilised. This opinion is supported by both the AIN and the RN
responses in both phases of the research. Results from Phase One of the study indicated that
the AIN is not routinely completing tasks that are on the approved list of AIN activities as
discussed. Interviews with both groups indicated that the RN reported completing activities
that could have been delegated while AINs reported not being delegated or allowed to
complete activities within their SOP such as bed making or toileting. This idea reinforces the
findings of Potter et al., (2010) who found that AINs felt underutilised and were not working
to their full capacity or potential. Similarly, Roche et al. (2017) identified an underutilisation
of the AIN as they observed AINs having more breaks or time off the ward compared to the
RN, with the suggestion that the staff failed to delegate appropriately resulting in the AIN
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having more ‘free time’. When the RN chooses not to delegate to the AIN, they are failing to
access the very support that was provided to aid them in managing their time and workload.
There is extensive grey literature on the importance of integrating new roles into
existing teams but there is a lack of current research that looks at the integration of the AIN
role into the nursing model. One study by Chow and Miguel (2010) reported RNs responded
positively to the introduction of the AIN role into the ward’s model of care. Clinical
leadership, extensive consultation prior to the implementation of the role, and expertise in
change management contributed to the successful inclusion of the AIN role into their model
of care. In contrast, other studies have cited resistance by RNs to the inclusion of AINs into
the workload model resulting in poor integration of AINs into the clinical environment
(Duffield et al., 2018; Rhéaume, 2003; Ringerman & Ventura, 2000). A study by McGloin
and Knowles (2005) reported that RNs were not fully aware of the role of AINs which
resulted in them not wholly including AINs into the care team. Similar to the findings in this
research, the RNs reported the AINs were not allowed/unable to complete activities such as
patient observations as they believed that this was a nursing task that they ‘owned’. The
AINs felt underutilised, as their skills and knowledge were not being fully employed
(McGloin & Knowles, 2005). Resistance to, and underutilisation of AINs was also identified
in a study by McGuire et al. (2007). The RNs in this study were confused as to the activities
that AINs could be delegated, resulting in RNs choosing not to delegate. Equally, AINs
reported feelings of frustration due to the lack of delegation of care tasks by RNs (Bittner &
Gravlin, 2009; Potter et al., 2010). This generalised lack of understanding of the AIN SOP
by both RNs and AINs may lead to overworked RNs with the potential for missed care.

Clinical decision making and delegation practice
The fifth factor identified was that RNs delegate to AINs based on the outcome of the
RNs’ assessment of the clinical situation and of the AINs’ ability to complete a delegated
nursing activity. There were inconsistent reports from the RNs regarding the assessment of
the patient’s suitability for delegation. In the quantitative data, less than half of RNs reported
that they ‘always’ completed a full assessment of the patient prior to delegating to the AIN.
However, in the interviews, RNs discussed completing both a physiological and
psychological assessment of the patient to guide them in the delegation decision-making
process. In most cases RNs were happy to delegate routine tasks to AINs however, they
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believed they should care for the acutely unwell patient themselves. These findings are
mirrored in the literature.
A study by Carr and Pearson (2005) looking at the role of RNs in the community
setting found that they retained activities that required higher-level skills and knowledge;
however, they were confident to delegate the ‘bread and butter work’ to AINs (Carr &
Pearson 2005, p. 75). These RNs found it difficult to ‘disentangle individual tasks’ from the
entire spectrum of patient care (Carr & Pearson, 2005, p. 75). More recently a report by
Kessler et al. (2015) identified similar results with nurses retaining specialist tasks including
medications and phlebotomy activities and delegating routine tasks to AINs such as hygiene
and answering call bells.
Despite assessing the patient’s suitability for delegation, RNs did not routinely include
all steps of the risk management assessment as outlined in the NMBA DMF (2020). A
significant aspect of the accountability of the RN in delegation is deciding whether or not the
AIN is the ‘most appropriate person to perform an activity that is in the nursing plan of care’
(NMBA, 2020, p. 6) and they must determine if there is ‘organisational support in the form of
local policies/guidelines/protocols for the performance of this activity by an AIN’(NMBA,
2020, p. 6).
Phase One results in this research identified some RNs delegating activities to AINs
that were outside of their SOP as well as some AINs completing tasks outside of their SOP.
These findings were supported in Phase Two with both RNs and AINs reporting that they
were comfortable with delegating activities and accepting activities that resulted in AINs
working outside of their SOP. This risk assessment lies at the heart of the NMBA DMF
relating to delegation to enhance patient safety and optimise care quality (NMBA, 2020).
Risk assessment enables the nurse to ensure the best person is completing the required
nursing activity to reduce nursing errors and patient harm (Steven et al., 2014).
Although RNs reported it was their responsibility to care for the sickest patients, they
did at times engage AINs to assist them in caring for patients who were unstable. In these
situations, RNs would delegate tasks to the AINs which ensured the patient had more regular
contact with a member of the nursing team, resulting in them being referred to as the RNs’
‘eyes and ears’ (RN12) at the bedside. The presence of AINs close to the patient reassured
the RNs, allowing them to continue to care for other patients with the knowledge that, should
the patient deteriorate, there was someone present who would report back to them. Referring
to AINs as their ‘eyes and ears’ is frequently discussed within the literature regarding
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interactions between RNs and AINs (Bulter-Willams et al., 2010; Gibson et al., 2009; Kessler
et al., 2015; Lai et al., 2018; Spilsbury & Meyer, 2005).
It is noteworthy that RNs also chose not to delegate to physically protect AINs from
patients who were mentally volatile or unstable. There was only one study which identified
the importance of the RN to risk assess the patient correctly to ensure the safety of the AIN
(Gerace et al., 2018). Gerace et al. (2018) also questioned the appropriateness of the most
junior role within the care provision team being teamed with the most challenging of patients
and whether this was in the best interests of all parties.
Despite some RNs voicing their decision not to delegate was to protect the AIN from
harm, several AINs did not totally agree that this was the case. One AIN recounted a situation
where they felt they were knowingly placed in a dangerous situation without support or
consideration from the RN regarding their personal safety. This dissonance may be explained
by an incorrect assessment of the AIN’s ability to manage the behaviour of the patient by the
RN. There was no literature identified surrounding this issue, however the NMBA states that
the RN must assess risk before delegation in order to ‘prevent the occurrence of risks or
minimise their impact’ (NMBA, 2020, p. 13). In this research RNs more frequently assessed
the AINs’ ‘competence and confidence’ levels to complete a delegated nursing activity rather
than other aspects of the risk assessment. However, this ‘competence and confidence’ as
understood by the RN was not considered in conjunction with the policies and procedures
relating to the scope of practice of the AIN defined in the NMBA DMF risk management
process. Despite the RNs not completing a thorough risk assessment which was underpinned
by the facilities’ policies regarding AIN SOP prior to delegating, the majority reported in the
interviews that they provided supervision, support and education as necessary to AINs as
suggested in the NMBA delegation framework (2020). This is in line with work by Johnson
et al. (2015) who discussed the importance of assessing the competence level of the AIN
prior to delegating.
Furthermore, the variability of the AINs’ experience, skills, knowledge, and orientation
to work, impacted the RNs’ decision to delegate. The RNs explored the AINs’ abilities and
motivation levels prior to delegation to reassure themselves that delegating was in the best
interests of patient safety. When the RNs were unsure of the AIN’s ability, they used a range
of different strategies to assess this. For example, they delegated small tasks initially, and if
completed appropriately, would delegate further tasks; observed the AIN from a distance; and
clarified the AINs’ abilities with colleagues. When the RNs lacked familiarity with the
AINs’ competence levels, they avoided delegating activities. The concerns regarding the
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competence and confidence levels of the AIN highlighted in this research are reiterated in the
work of others (Bach et al., 2008; Kaernested & Bragadottir, 2012; Kessler et al., 2010).
Nurses in a study by Bystedt et al. (2011), were also unsure of the AINs’ competence,
however delegating small tasks initially afforded them the opportunity to assess and evaluate
the AINs’ skills and knowledge prior to delegating further. In other studies, the RNs felt
more comfortable to delegate to AINs when they had previously worked with them (Dahlke
& Baumbusch, 2015; Standing & Anthony, 2008; Standing et al., 2001); were able to identify
the skills and knowledge of the AIN through observation (Carr & Pearson, 2005; Kalisch,
2011); or tested the AIN to determine their abilities (Johnson et al., 2015).

Pre-registration nursing students working as AINs
The final factor identified impacting RNs’ decisions to delegate relates to their
perception that pre-registration AINs have higher levels of clinical skills and knowledge
compared to AINs who were not studying to be a nurse at either the EN or RN level. This
resulted in RNs treating them differently during the delegation process. RNs appreciated the
preregistration AINs’ advanced critical thinking and clinical reasoning skills. Furthermore,
RNs perceived this group to be more motivated and invested more in their roles compared to
AINs who were not studying to be a nurse. The relationship between RNs and undergraduate
AINs was further enhanced when undergraduate AINs had completed a clinical placement for
their educational program on a ward at the hospital and a working relationship with staff had
been developed. In this situation RNs reported being reassured by the undergraduate AINs’
higher cognitive reasoning and demonstrated clinical skills and therefore delegated to them
more willingly.
The idea of the pre-registration AIN being perceived and treated differently by the RN
is supported by the AIN Phase Two results. It is important to note that AINs studying to be
ENs did not feel that they were treated any differently than AINs who were not studying
nursing. When pre-registration AINs informed the RNs that they were studying nursing the
RNs’ attitude appeared to change. A stronger sense of belonging was identified by the
undergraduate AINs as the RNs were eager to share more information with them. The
information came in a variety of formats including an extended handover, more learning
opportunities through teaching, sharing of stories, or by allowing undergraduate AINs to
complete more nursing tasks. Pre-registration AINs who were studying to be RNs indicated
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they enjoyed stronger working relationships with the RNs as they had already demonstrated
their abilities while completing clinical placements. Similar to these results, Standing and
Anthony (2008) identified RNs preferred to delegate to the AINs that are studying to be a
nurse as they were motivated, willing to help and were eager to impress their RN colleagues.
Although not directly identified as delegation, Algoso and Peters (2012) suggested
undergraduate AINs, when compared to other AINs, were given more responsibility and were
more trusted because of their university studies. When RNs and AINs are working
effectively together it is known that staff satisfaction and morale improves (Chang & Daly,
2019; Roche et al., 2021; Willetts et al., 2021) as does patient satisfaction (Gluyas, 2015;
Hopkins et al., 2012; Wagner, 2018).
It is likely that RNs may choose to delegate in line with nursing students’ SOP rather
than the AIN’s SOP. This is a concern as the respect that RNs have for pre-registration AINs
can be exploited resulting in AINs being asked to work outside of their SOP, potentially
putting patients and AINs at risk while the RN may jeopardise their registration. When the
pre-registration AIN is asked to work outside of their SOP it may lay the foundation for them
normalising this practice, increasing the risk of them working outside of their SOP or asking
others to work outside of their SOP, as they progress through their career. Furthermore,
when they are working as a RN in the future, they may continue to delegate tasks to AINs
outside of their AIN SOP. Nurses justified their decision to allow the AIN to work beyond
their SOP on several grounds. Firstly, they stated they had already validated the AINs’ skills
and knowledge. Secondly, the RNs wanted to provide the pre-registration AINs with every
opportunity to build and develop their clinical skills. Thirdly, RNs saw this as an opportunity
for them to share their knowledge with the next generation of nurses and for AINs to harness
every learning opportunity.
The finding that some nurses were not alarmed that they may be asking AINs to work
outside of their SOP is of concern. Again, there is little research on RNs delegating to
undergraduate AINs. However similar findings were reported in a study of pre-registration
AINs by Algoso and Peters (2012). One AIN described being allocated full care of seven
patients without supervision by the nurse in charge despite their objections. Other preregistration AINs discussed working outside of the SOP directly under the supervision of the
RN as it was an opportunity to ‘get experience’. Further reasons cited for working outside of
the AIN SOP were the pressure of being short staffed and not being familiar with differences
in SOP between wards and institutions (Algoso & Peters, 2012). RNs need to make sure that
AINs are only delegated activities that fall within their SOP to ensure patient safety.
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Pre-registration AIN findings support the RN results. Ensuring that they did not
complete activities that were outside of their SOP was a challenge for some pre-registration
AINs. Conflicting emotions found some pre-registration AINs balancing their desire to
capitalise on every learning opportunity with the need to work within their SOP. This
conflict was further compounded when they were working with RNs with whom they had
existing working relationships, for example as a nursing student. The need for pre-registration
AINs to be assertive when communicating with RNs regarding delegations outside of their
SOP was essential to ensure patient safety.
As this research has shown, there are six major factors that influence RNs’ decisions to
delegate. The following section will explore the factors that influence AINs’ decisions to
accept a delegation and will identify the mechanisms in place to assist the AINs to complete
delegated tasks.

7.2 Assistants in nursing
The results from the AIN Phase One quantitative research above highlighted a lack of
understanding by AINs regarding their roles in the clinical environment. Some AINs were
not working to the full extent of their SOP, whereas others knowingly worked outside of their
SOP. Although AINs were usually supervised by RNs when completing care and felt
supported, they lacked the ability to say no to RNs when tasks were delegated inappropriately
or when they did not have sufficient time to complete the tasks. The AIN Phase Two results
subsequently identified two themes; 1) working as a team; and 2) accepting or refusing a
delegation.

Working as a team
The AIN position is unregulated. However, the NMBA DMF (2020) stipulates that
delegation is a two-way relationship between the RN and the AIN. The Board identifies that
the AIN is responsible for, understanding the delegation, providing the delegated care,
seeking support and supervision until they are competent to perform the activity, and
participate in the evaluation of the delegation (NMBA, 2020). Therefore, in the same way
that RNs consider a range of factors prior to delegating to AINs, AINs also must consider a
range of factors before accepting or refusing a delegation from RNs. Two factors were
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identified that influence an AIN’s decision to accept a delegation: 1) the quality of the
handover; and 2) wanting to be considered as a valuable team member.

7.2.1.1 Quality of the handover

Handover from RNs and AINs is the main mechanism AINs used to ascertain if they
had the appropriate skills and knowledge to accept delegations relating to patient care
provision. Multiple issues were identified with handover practices.
Firstly, AINs usually received two handovers during their shift, one from the departing
AIN and one from the RN with whom they worked. The duplication/repetition of handovers
may result in confusion regarding care requirements if the handovers present different care
requirements or omit pertinent information. Furthermore, it may result in one AIN handing
over unfinished delegated care to the commencing AIN. AINs are not permitted to redelegate
tasks to others as this is beyond their SOP (NMBA, 2020). If an AIN is not able to complete
delegated activities, they need to inform the RN so that the RN can re-assess the situation and
the commencing AINs’ skills to determine who is the most suitable person to complete the
task and re-delegate the activity as appropriate (NMBA, 2020).
Secondly, the quality of handover was often poor in both the AIN to AIN handover and
the RN to AIN handover. Assistants in Nursing described poor handovers as being brief and
lacking in content and they provided several reasons for why they received poor handovers
from other AINs, the AIN lacked passion for their position, handover was delivered by an
AIN whose first language was not English or following night duty when the AIN was tired.
It is significant that a literature search did not identify any research to date regarding
handover practices between AINs. Thus, this finding here is significant in understanding the
impact of poor handover practices between AINs.
Handover practices between the RN and the AIN were also sometimes inadequate.
Concerns were raised by the AINs in the interviews and were supported by the RNs in their
interviews. AINs believed the importance the RN places on the role of the AIN directly
impacts the quality of the handover provided. When RNs were accepting and supportive of
the AIN role, they provided AINs with a handover that was timely and comprehensive. A
structured handover between RNs and AINs was frequently lacking, with varying degrees of
information delivered to AINs regarding patient characteristics and care requirements. In
addition, handovers were perceived by some AINs to be a one-way communication rather
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than two-way with little opportunity to question or discuss care provision expectations. AINs
were also frustrated with the length of time they waited for handovers from RNs. This
perception was supported by several RNs, who expected the AIN to AIN handover to provide
all necessary information for care delivery. RNs who did not recognise the importance of a
timely comprehensive handover that encourages two-way communication between RNs and
AINs caused delays in care delivery, potentially resulting in missed care. Similarly, when
RNs delayed communication with AINs it is unclear how AINs were expected to be
cognisant of care requirements. When the handover was insufficient, AINs may accept a
delegation with which they are not fully confident or competent to perform, impacting on
patient safety. Alternatively, they may refuse a delegation as they have not been provided
with enough information to make a safe educated decision resulting in an underutilised AIN.
The literature identifies reasons for poor handover including NQNs feeling anxious and
lacking in the required skills and knowledge to perform effective handover (Chung et al.,
2021; SabetSarvestani et al., 2014). Another study by SabetSarvestani and colleagues (2015)
identified there was a lack of time, space and task management dedicated to handover. In this
study task management related to the fact that nursing staff were required to do additional
activities during handover such as checking resuscitation trolleys (Sabet Sarvestani et al.,
2015). Staffing shortages, inadequate and unreliable computer programs used to generate
handover paperwork, and access to portable computers were cited in a further study as
reasons for poor, inefficient and handover that were not provided in a timely manner (Hada et
al., 2019).
Improvements for handovers between RNs and AINs are discussed extensively in the
literature. In order for all members of the health care team to have a shared understanding of
expectations and the nursing care required, studies have reiterated the importance of
structured handovers occurring at the start of a shift (Kalisch, 2009; Potter et al., 2010) and
that a comprehensive handover is provided between all staff (Bittner & Gravlin, 2009;
Johnson et al., 2016). Kalisch (2011) identified that where there was an inadequate handover
between the RN and the AIN it resulted in missed patient care, poor working relationships
between the RN and the AIN, and risk for patient harm. Similarly, Johnson et al. (2015)
discussed the importance of RNs communicating clearly and efficiently to AINs regarding
care provision requirements. The AINs reported that they become frustrated and
disenfranchised when they received inadequate handovers. Poor patient outcomes and
missed care can result from poor communication practices between the RN and the AIN
(Johnson et al., 2015). Conversely, effective handover occurred between RNs and AINs
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when RNs worked with AINs to prioritise care, provided a handover in a timely manner, and
communicated effectively (Dahlke & Baumbusch, 2015). The majority of AINs in a study by
Butler et al. (2010), reported working in an effective supportive team where clear
communication channels allowed for understanding of the required work.

Accepting or refusing a delegation
The second factor that impacted the AINs’ decisions to accept or refuse a delegation
was their desire to be viewed as valuable members of the health care team. All the AINs
interviewed in this research identified their role as being a support person to RNs to deliver
safe patient care. Most believed they should undertake all the activities delegated to them by
the RN and this belief prevented them from refusing a delegation regardless of their capacity,
or skills and knowledge to complete the task. AINs were concerned that refusing a
delegation would send a negative message to RNs which may result in retribution such as the
reduction in the number of shifts allocated to them or being ostracised from the team.
Maintaining employment was a high priority for the AIN. The AIN’s lack of power or control
in the relationship placed them in a vulnerable position where they may choose to accept a
delegation against their better judgement, again potentially placing patient safety at risk. The
power that RNs wield over AINs and the fear that was instilled in AINs was mirrored in the
literature (Capone, 2009; Coe, 2019; Nelson, 2012; Siegel & Young, 2010). A study by
Jervis (2002) reported RNs used an autocratic management style to ensure compliance
through the use of rewards or punishments in relation to what RNs would delegate to AINs.
The AINs maintained a distrustful view of management and believed that their position was
dispensable as soon as they did not conform to nursing management’s demands. Jervis
(2002) states that when AINs questioned RNs’ decision-making they were labelled as
insubordinate and were issued with a warning. Power differentials within teams are known to
impact patient, staff and organisations when they are not addressed (Kim et al., 2016). Safety
and satisfaction concerns were identified for the patients when junior staff members’
concerns were ignored. Staff who are junior reported decreased career success as they feared
future repercussions if they challenged someone with more seniority than themselves. In
addition, unresolved conflict hindered future interactions with senior staff. From an
organisational perspective employee performance decreases and staff turnover increases
when power imbalances are not addressed within care teams (Kim et al., 2016)
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Of concern are the inconsistencies between ensuring patient safety and refusing a
delegation as described by the AINs in this research. Conflicting reports existed between the
AINs stating that they would refuse a delegation if it jeopardised patient safety, however,
they would accept a delegation knowing that they would not have the capacity to complete
the delegation rather than say no to a RN. A potential result of this is missed care leading to
negative patient outcomes and decreased satisfaction in care provision. There was no
literature identified that mirrors this issue experienced by the AINs in this study. Reports of
AINs being overloaded resulting in missed care are common in the literature (Bellury et al.,
2016; Bittner et al., 2011; Conway & Kearin, 2007; Kalisch, 2009, 2011). Bittner and
Gravlin (2009) identified that a lack of understanding regarding the workload of the AIN is
linked to poor delegation practices and care omissions. AINs in two studies by Kalisch
(2006) and (2009) were concerned that they were unable to complete delegated tasks due to
workload, which resulted in missed care.

7.2.2.1 Being considered as a valuable team member

In addition to the factors that influence AINs’ decisions to accept a delegation, this
research also aimed to identify the mechanisms in place to assist AINs to complete delegated
tasks. Belonging to an effective team, where members were respected regardless of position
was paramount, to AINs feeling supported to complete the delegated activities requested by
the RN. Unfortunately, in many instances, the AINs felt ‘isolated’ from the team, and they
did not feel respected. These findings are thoroughly documented in the literature with AINs
reporting inadequate teamwork between RNs and AINs (Bellury et al., 2016; Lancaster et al.,
2015); feeling undervalued (Bulter-Willams et al., 2010; Lancaster et al., 2015; Spilsbury &
Meyer, 2004); and a lack of respect from RNs for the AIN’s role (Kalisch, 2009; Potter et al.,
2010; Saccomano & Pinto‐Zipp, 2011). Although AINs understood their role as being a
support to the RN in care delivery when they were routinely delegated ‘dirty work’ it made
them feel as though they were not respected and felt undervalued. Dirty work in nursing has
been described in the literature as those activities associated with bodily waste products
including urine and faeces, and vomiting (Price-Glynn & Rakovski, 2012). Wolf (1993)
suggested that despite nurses incorporating hygiene practice into their role and valuing
cleanliness they readily delegate these tasks to other health care workers where possible.
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This avoidance of dirty work serves to reinforce the power imbalance that exists between
RNs and AINs and further impact on effective teamwork and team morale.
A further concern was the finding that there was little opportunity for AINs to develop
a sense of belonging to any team as they worked throughout the hospital on a ‘needs’ basis
with what appeared to be little consideration for where they had previously worked. This
prevented AINs from developing relationships with nursing staff. Furthermore, the
opportunity to acquire skills and knowledge relating to the ward speciality or to develop an
understanding of nuances in ward specific SOP rules was precluded. This supports the earlier
discussion regarding the RNs’ familiarity with AINs and their subsequent reluctance to
delegate to an unknown quantity. Allocating AINs back to the same ward would provide an
opportunity for relationships to develop, and potentially improve the AINs’ sense of
belonging and increase the RNs’ readiness and confidence to delegate. This finding is
important in understanding the impact allocation of staff at a senior management level can
have on delegation practices at a ward level. While there was no literature identified relating
to this phenomenon for AINs specifically, Batch and Windsor (2015) found similar results
with casual pool nurses working in the acute setting. For these RNs, preparing themselves for
the ward to which they were allocated was important; lack of familiarity with the ward
decreased their ability to manage workload; they believed that continuity of care for the
patient would be enhanced if they were returned to the same ward each day; and, they were
able to develop meaningful relationships that enhanced patient care with the nursing staff that
they worked with (Batch & Windsor, 2015).
It is interesting to note that the feelings of AINs are in total contrast to the RNs’ overall
opinions of the AINs from interviews. All RN interview participants were highly
encouraging of AINs being on the ward and valued the support that they offer in delivering
nursing care. The RNs believed that the inclusion of AINs in the nursing model allowed
them to focus on the most acute patients and it freed up their time to concentrate on higher
order nursing requirements. Without the AINs, RNs believed that they would not be able to
provide the level of care that resulted from the inclusion of AINs into the model of care. The
opinions held by the RNs in this study are represented extensively in the literature (BulterWillams et al., 2010; Lai et al., 2018; Spilsbury & Meyer, 2004). For example, RNs in a
study by Huber et al., (1994) argued that the use of AINs freed the nurses to attend to higher
level care needs which increased the job satisfaction of the RNs as their skills were being
optimised.

137

7.3 Summary
This chapter has provided a discussion on the results of both phases of the mixed
methods research and how these addressed the research questions. Factors impacting the
RNs’ decisions to delegate were discussed. The discussion emphasised how this research
builds on existing knowledge surrounding the decisions that influence the RNs’ decision to
delegate. The chapter also explored the experiences of AINs in the delegation process and
highlighted factors that influenced their decision-making processes surrounding delegation.
The mechanisms that are in place to support an AIN to complete delegated tasks were also
examined.
In the next chapter the implications for the RN and the AIN, the nursing profession and
the organisations in which RNs and AINs work are explored. Recommendations to improve
practice are suggested. Limitations of the research is acknowledged and areas for future
research is stated.
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8 Implications and Recommendations
This final chapter draws on the findings of this research to conceptualise the issues
associated with delegation practices for both RNs and AINs working in the acute care
environment and more widely – within the profession and the organisations in which nurses
work. The implications of this study’s findings for health policy and nursing practice are
discussed. Recommendations to improve practice are made. Strengths and limitations of this
research are identified as are areas for future research. The findings have implications for
most clinical environments where the RN works with others and delegates care activities,
including community clinics, residential aged care facilities, domiciliary nursing and General
Practice environments. Globally, nations including Australia are attempting to identify ways
to mitigate health care costs while still providing safe, holistic health care (Dixit &
Sambasivan, 2018; Duffield et al., 2014) and the inclusion of the AIN in the acute care
workforce is seen as one way to achieve this. Human resources, particularly nurses, comprise
on average 18% of acute admission costs and 32% of sub-acute admission costs in tertiary
hospitals in Australia (Independent Hospital Pricing Authority, 2019). A study by Duckett et
al. (2014) of Australian hospital CEOs and those people who report directly to them, reported
that at least 30% of work that is performed by nurses in the acute care environment could be
completed by another workforce, such as AINs. As the health sector looks to reduce nursing
related costs by replacing RNs with less skilled AINs, the issues surrounding delegation
practices between RNs and AINs will be exacerbated.
This research has highlighted the importance of effective delegation within the RN –
AIN team. When teams work well together, they can adopt a co-ordinated approach to
ensure high quality nursing care for patients is achieved. Members of the RN-AIN team need
to have sound communication skills, understanding of and for one another’s role, and
education to enable effective delegation to occur between both parties. In addition, for RNs
to delegate effectively in government tertiary hospitals in Western Australia they need a
sound understanding of the policies and frameworks that guide decision making as set out by
the Nursing and Midwifery Board of Australia and the organisations for which they work.
Furthermore, they need to acknowledge their responsibility and accountability when
delegating to the AIN. This includes an understanding of the risk management requirements
as outlined in the NMBA decision-making framework and the AIN SOP Operational
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Directive set down by the Health Department of Western Australia. RNs need to provide
appropriate support to AINs during delegation to ensure that patients are receiving
appropriate care.
While many RNs in this research delegated correctly to AINs, there are still many
instances where correct processes were not followed. Furthermore, the RNs that are
delegating ineffectively or inappropriately to AINs are most likely also doing so with other
RNs and ENs. The implications and recommendations to improve policy and practice
discussed below.

8.1 Implications for policy and practice
Nursing as a profession is viewed as altruistic in nature, where nurses are dedicated to
positive patient outcomes through provision of efficient quality health care (Hughes et al.,
2020). Ensuring patients receive safe, timely, cost effective care is a complex process. One
aspect of safe care delivery is safe delegation. There are factors however they are outside of
the scope of this thesis. If RNs and AINs do not engage in safe delegation practices, there is
a risk of adverse psychological and physical outcomes for the patients in their care. The pain
and suffering associated with negative outcomes impacts patients and their significant others.
In addition, patient satisfaction, society’s view of nursing as a profession, reputations of
individual institutions, and more broadly the reputation of the healthcare system as a whole,
may be diminished when delegation practices result in poor patient experiences and
outcomes. Implications for policy and practice are further described for nursing management
and the individual RNs and AINs.

Nursing Management
Nurses in charge of wards and nurse managers (NMs) [also referred to as middle
managers] and shift coordinators, play an important part in successful delegation. NMs who
are responsible for and involved in making the decisions to allocate an AIN to the ward, and
the shift coordinator, who allocates the AIN to a patient or group of patients, must ensure that
the AIN has the skills and knowledge to support the RN with whom they are allocated to
work. When allocating staff to/in clinical environments the principles of delegation should
also be followed by both NMs and shift coordinators to ensure patient safety (Australian
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Nursing and Midwifery Federation, 2018a; Hansten & Jackson, 2004; Kelly-Heidenthal &
Mathaler, 2005; National Institute for Health Care Excellence, 2014; NMBA, 2020).
NMs and senior ward nurses are obligated to consider the experience levels of the AIN,
how familiar the AIN is with the hospital and ward routines and practices, and whether the
AIN requires direct or indirect supervision. They must ensure that there is an adequate
number of experienced RNs who have strong delegation skills to model and practise good
delegation and to educate and supervise NQNs so that their delegation skills can be
developed. RNs who are allocated a member of staff to work with at the bedside should be
able to assume that some assessment of the AIN’s competence has been completed prior to
their arrival on the ward. NMs and Charge Nurses must complete individual assessments of
AINs rather than just randomly allocating an AIN to a ward or shift to ‘make up the
numbers’. Failure to allocate staff appropriately may result in serious consequences for
patients (missed care, adverse events), decreased patient and nursing staff satisfaction, and
litigation against the hospital if patients are harmed. Should patient safety be comprised
following inappropriate allocation by the NM or shift coordinator it may result in serious
consequences for their continuing registration and future employment prospects.

Individual RNs and AINs
Negative professional and personal outcomes may result when RNs and AINs engage
in unsafe delegation practices. Australian nurses are accountable and responsible to the
NMBA for their ongoing registration as a nurse. They must deliver care in accordance with
the RN SOP set out in the NMBA Code of Conduct for Nurses (NMBA, 2017); and also, the
International Council of Nurses Code of Ethics (International Council of Nurses, 2012).
When RNs fail to understand and implement the risk management requirements of the
decision-making framework (2020), incorrect delegation may occur placing both patients and
staff at risk. They are also breaching the rules that govern their nursing registration.
Furthermore, despite the advanced skills and knowledge the pre-registration AINs bring to
their role, the RNs must only delegate activities that are within the approved SOP document.
If patient harm results from incorrect delegation practices the NMBA may enforce
disciplinary action in the form of placing conditions on the RN’s ability to practice,
reprimands, time defined suspensions or loss of licence to practice (Australian Health
Practitioner Regulation Agency, 2020). In addition, inappropriate delegation may result in
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the RN breaching their employment contract. Furthermore, when RNs choose not to delegate
to AINs it may result in an overworked RN and underutilised AINs. At the same time, the
AINs may feel devalued and isolated from the wider team. These situations result in
disharmony within the team and ineffective teamwork.
While the AIN role in Australia is unregulated there are also implications for the AIN if
they accept delegations which fall outside of their SOP, or complete activities that they have
not been delegated by the RN. It is important that the AIN who is studying to be a nurse does
not undertake any activity that is not delegated to them or accept a delegation that is beyond
their SOP regardless of their ability to work at a higher level.
The National Code of Conduct for [unregulated] health care workers outlines the
minimum standards of conduct and practice for this group of workers however, this is not
enforced in all states. The Code clearly articulates the conditions under which disciplinary
action by the employer can be taken when AINs do not follow this Code (COAG Health
Council, 2015b). When the AIN accepts activities that are outside of their SOP or is
involved in an incident of malpractice, the organisation can enforce disciplinary action or
terminate employment. There are also personal consequences such as psychological and
emotional distress which can result for both RNs and AINs from poor delegation practices
(Verhoef et al., 2015; Zeeman et al., 2020). Even if nurses do not lose their
registration/licence to practice, they may struggle to find employment due to the issue being
noted on their registration and employment records. Consequently, financial hardship
including bankruptcy may result for some, as well as relationship breakdowns with partners
or friends (Verhoef et al., 2015). In addition, civil lawsuits may be brought against the nurse
or the AIN by the patient or families resulting from harm, loss, or suffering (Mattozinho &
Freitas, 2021).

8.2 Recommendations
The findings of this research combined with the existing literature on RN delegation
practices and the role of the AIN in the acute care environment were used to formulate
recommendations. The recommendations are divided into policy and practice, the AIN role
in the acute care setting, and education. Recommendations for further research will also be
suggested.
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Policy and Practice
This research identified many knowledge gaps amongst RNs relating to the NMBA
DMF. RNs struggled to understand the NMBA DMF as many sections lacked clarity, are
ambiguous and/or the word choice is too technical or complex. The NMBA DMF needs to
be written in everyday language that is clear and concise and which allows for easy
application in the clinical environment.
A more considered approach to the allocation of AINs to wards and to patients/groups
of patients is required. Policies need to be developed to ensure that NMs and Charge Nurses
who are responsible for allocating AINs (including agency/labour hire AINs) in the clinical
environment take the time to understand the skills and knowledge of each AIN, to ensure
appropriate allocation. Where possible, AINs should be allocated to those wards where they
have worked previously. A staffing matrix to track the allocation of AINs in the clinical
environment will be of benefit to the NM if this can be consistently achieved. This practice
will allow AINs to develop an understanding of the ward requirements specific to the
speciality; become familiar with the location of nursing equipment and supplies; build
relationships with staff; and encourage the development of meaningful relationships between
RNs and AINs which in turn encourages teamwork and safe delegation practices.
Reliance on agency/labour hire AINs needs to decrease. Hospitals, where possible,
should employ their own AINs as part of their permanent staff and casual staffing bank/pool
so that nurse managers and ward staff can develop an understanding of the individual AIN’s
skills and knowledge. AIN satisfaction may increase as a sense of belonging within the team
develops and this may improve teamwork.
Regulation of the AIN role is recommended. Globally, there have been calls for the
regulation of this workforce including the Australian Royal Commission into Aged Care
(Commonwealth of Australia, 2021); the Francis Report (2013); Australian College of
Nursing (2019); and the Royal College of Nursing UK (2018). The Australian College of
Nursing suggests:
Regulation will help to protect the AINs, provide consistency in relation to
minimum

educational

and

continuing

professional

development

requirements, standards for SOP and nomenclature/titles. Regulation will
support a sustainable assistant workforce that is used safely across all
clinical settings in Australia’ (Australian College of Nursing, 2019, p. 6).
143

Preregistration nursing students working as AINs bring a range of skills and knowledge
to the workplace due to the nature of their studies. An expanded scope of practice for these
students in line with their studies is warranted so that facilities are able to capitalise on these
skills.
Delegation can save the RN time; however, it also takes time to delegate effectively.
The time required to correctly delegate and supervise AINs in accordance with the NMBA
DMF needs to be factored into the RNs workload.

AIN role within the acute care setting
In this research it was identified that there is ambiguity surrounding the AIN role for
both RNs and AINs within the model of care which has resulted in poor integration of the
AIN into the nursing team. Senior nursing staff need to have included in their role
description a responsibility that clearly defines their leadership responsibility regarding the
AINs on the wards. Senior nurses need to ensure that all members of the team have a clear
understanding of the role of the AIN and the RN and the delegation practices that will occur
within this team. This strategy will support team cohesion and foster teamwork. It is
essential that the working relationship between the RN and the AIN is one of delegation and
not patient allocation. The AIN SOP is based on the delegation of tasks where the nurse is
available to supervise, educate and support the AIN as needed. It is imperative that this
workplace model is maintained and enforced.
AINs indicated that they were not always familiar with the clinical environment and
there was little support to orient them to the ward. To assist agency/labour hire RNs and
AINs a hospital orientation manual and a ward specific orientation manual for all AINs
should be developed. Within the manual delegation processes, a ward specific AIN SOP
should be highlighted so that all AINs have a clearly documented process outlining their role
and responsibilities when engaging with RNs during the delegation process.
Serious issues were identified with handovers between AINs to AINs and, the RNs to
AINs. Handover is the main mechanism by which RNs and AINS communicate care
requirements. Senior nursing staff need to ensure that only one timely handover occurs
between the outgoing RN and AIN and the RN and AIN that are coming on shift. This will
help to ensure that all staff are understanding of the care needing to be delivered and the role
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of the AIN in delivering that care. A structured handover format such as ISOBAR needs to be
implemented during the handover to AINs. If the AIN is new to the ward this handover
should also include a ward orientation to ensure they are familiar with the setting. If staff
change during a shift a new handover must occur between the staff who are leaving and the
staff that are commencing to ensure that there is a clear understanding by all staff as to the
requirements of care and new delegations occurring as required.
A further issue identified that impacted handover was when English is a second
language and RNs were concerned that their handover was not clearly understood by the
AIN. It is essential that AINs hold an agreed level of English language and English
comprehension that is specific to the clinical environment.

Education
RNs and AINs who come from different cultural backgrounds add richness to
supporting the multicultural community that is served in tertiary hospitals. To improve
patient satisfaction and outcomes whilst also improving staff satisfaction and morale it is
essential that RNs and AINs are provided with ongoing cultural awareness training.
Many RNs and AINs reported that they did not have sufficient education to engage in
effective delegation. Improving delegation practice requires all RNs irrespective of their level
and AINs to engage with education on the role of the AIN, the AIN SOP including any ward
specific rules, and effective communication techniques to support delegation. In addition, the
responsibilities and accountability of each team member need to be highlighted. This
education needs to reiterate the importance of the pre-registration AINs working within the
AIN SOP regardless of the additional skills and knowledge they may bring to the role. Staff
Development Nurses and other senior nurses need to be available on the ward to provide
oversight and assistance where required.
All staff (RNs and AINs) commencing employment should be provided with this
education at orientation and updated with yearly refreshers at the ward level. Education on
the NMBA DMF needs to occur so that RNs become familiar with the tools that are in place
to support them in this leadership role. Opportunities to practice delegation need to be
facilitated, particularly for the newly qualified nurse. Delegation education and practice
should also be incorporated into first year post graduation education program. Delegation
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‘champions’ can be identified in each ward area to model best practice and provide support to
enable nurses to develop their delegation skills.
The NMBA needs to communicate widely with the nursing workforce and education
providers to ensure that current and emerging members are fully educated on the existence of
and content within the decision-making framework. This may be in the format of roadshows,
online learning opportunities, webinars and education that involves the application of the
DMF to hypothetical situations.
As delegation is an expected part of the RNs’ role the pre-registration nursing
curriculum for the preparation of RNs must incorporate the underpinning skills and
knowledge needed for safe delegation practice. Leadership and management skills,
theoretical knowledge relating to delegation, and opportunities to simulate delegation practice
within the educational environment need to be embedded across all stages of the curriculum.
Correspondingly, the AIN vocational education training qualification needs to incorporate the
theory and practice of assertive communication skills and delegation so that AINs can
comfortably accept or refuse a delegation from RNs.

8.3 Summary of recommendations
Policy and Practice


The NMBA DMF must be written in everyday language that is clear and concise
which allows for easy application in the clinical environment



Ensure systematic approach to the allocation of AINs to the clinical area and to
patients.



Decrease the use of agency AINs.



Regulate the AIN role.



Expand the SOP for AINs studying to be a nurse.



Allocate time to RNs to engage fully with the act of delegation.

AIN role in the Acute care environment


Clarify the AIN role for both RN and AIN staff.



Develop a hospital orientation manual and a ward specific orientation manual for all
AINs including a section pertaining to best practice delegation approaches between
the RN and the AIN.
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Adopt a structured approach to handover between the RN-AIN and AIN-AIN.

Education


Implement mandatory education sessions for RNs and AINs to ensure understanding
of delegation practice and process.



Ensure senior nursing staff are available to provide oversight and support on the ward
regarding delegation practices.



Implement education at the ward level on the NMBA decision-making framework to
support the RN in effective delegation.



NMBA to communicate widely with its stakeholders to ensure understanding of the
decision-making framework.



Create opportunities for the RN to practice delegating to the AIN.



Leadership and management skills, theoretical knowledge relating to delegation, and
opportunities to simulate delegation practice within the educational environment need
to be embedded across all stages of the pre-registration RN curriculum.



AIN curriculum to include theory and practice relating to assertive communication
skills and delegation so that the AIN can comfortably accept or refuse a delegation
from the RN.

8.4 Recommendations for further research
This research has provided an understanding of the delegation practices between RNs and
AINs within one acute care hospital in WA. This research has identified several areas for
further research in relation to delegation practices that occur in nursing teams of acute care
hospitals as follows:


Research into the delegation practices between the RN and the AIN using a larger
sample of acute care hospitals is needed to identify similarities and differences in
delegation practice across the sector. This research could also compare different
practices across different ward environments.



The impact the AIN’s problem solving skills and their level of sensitivity when
providing care on the RNs decision to delegate needs to be examined.
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Implementation of an intervention study for newly qualified nurses to explore
delegation skills and knowledge.



Although the EN is not authorised to delegate to the AIN it is known that this practice
continues to occur. Exploring current EN delegation practice is warranted in clinical
environments. Examining the impact of the ‘model of care’ has on the EN’s
frequency to delegate would be informative of current practice.



Examination of the decision-making process that is completed by nurse managers
responsible for hospital staffing when allocating casual AINs to the clinical
environment should be explored to identify how the AIN is assigned to wards.



Similarly, examination of the decision-making process the Charge Nurse completes
when allocating the AIN within the ward is warranted.



Investigating the experience of pre-registration AINs working in the acute care
environment and potential blurring of roles is needed to ensure patient safety is
maintained.

8.5 Strengths and Limitations
This study is unique in its investigation of the delegation practices between RNs and
AINs in the acute care environment in the West Australian context. The study provides the
first comprehensive overview of the factors that impact the RN’s decision to delegate within
this clinical environment. The strengths of this study included the mixed methods design
which allowed the quantitative results to be further explored and explained through the
qualitative data. The inclusion of both RNs and AINs allowed for convergent and divergent
opinions in experiences of those who delegate and those who are on the receiving end of the
delegation. It provided a voice for the RNs and AINs and ensured that the findings were
situated in the participants’ experiences. There was a strong response rate for both RN and
AIN cohorts which substantiates the findings. This is important in the context of further
understanding the issues associated with changing models of care delivery in the clinical
environment. Despite these strengths no single study can describe all that may be learnt on a
particular phenomenon, and this study is no exception.
The limitations which need to be considered are related to the validity, reliability, and
scope of this research. There are few studies that have explored the delegation practices of
the RN workforce and as such there was no valid or reliable tool identified that met the
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purpose of this research. To the best of our knowledge this is the first time that the tool
created by Krein (1982) has been used in its entirety. While the internal consistency was
within acceptable parameters further testing on this tool in its current form is warranted. The
other instruments used in this research were developed by the researcher based on current
literature, policies and protocols relating to delegation practice, and the AIN job description
to explore the delegation processes within the acute care environment. Whilst face and
content validity, and test-retest reliability were conducted during the pilot phase of the
research with acceptable results, further research with these tools is necessary. Potentially, if
ward specific nursing activities lists were developed maybe more accurate results may have
been identified regarding what nursing tasks are delegated by the RN and the tasks completed
by the AIN.
Generalisability, also called external validity, is the extent to which the results of this
study can be extrapolated to different settings (Kukull & Ganguli, 2012). This research was
conducted at one acute care hospital in WA and may not be representative of hospitals
Australia wide. Although the survey was completed by 68% of RNs working morning or
afternoon shifts on six wards it did not capture the experience of night duty staff. Similarly,
AINs were recruited only from the morning or afternoon shift and did not include the
opinions of AINs working night duty. In addition, all the AINs who were interviewed were
employed in a casual capacity which may limit the generalisability of these findings.
Furthermore, participants in both Phase One and Two of the study self-nominated
which may have resulted in self-selection bias. An important point to consider is that the
AINs who are also studying to be a nurse may have a greater desire to improve themselves
which may help to explain their responses, and this may not be generalisable to other cohorts
of AINs.
Enrolled Nurses were not included in this research as ENs are not permitted to delegate
within the NMBA DMF (2020). However, it is well known that delegation between the EN
and other members of the health care team occurs. The inclusion of ENs in this research may
have provided a more in-depth understanding of the AINs’ experience of being delegated
activities in the acute care environment.

8.6 Conclusion
As demand and financial constraints on healthcare systems increase, governments and
health care providers are needing to reconsider how to deliver effective, cost efficient
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healthcare in the acute care environment. Many healthcare services have introduced AINs to
support the RN staff to provide care. As the models of care evolve to include more
unregulated workers it is essential that safe, effective delegation practices occur between RNs
and AINs.
Much of the literature exploring delegation practices is outdated and focusses on the
extended care environment. This research provides a current perspective on the topic of
delegation between the RN and the AIN in the acute care environment in the WA context.
However, it has wider implications for all areas where the RN works with the unregulated
AIN including outpatient clinics, community care and residential aged care environments.
This study is significant as there is growing concern regarding the inclusion of
unregulated staff impacting negatively on patient outcomes when providing nursing care in
the acute care environment. Findings from this research must be adopted to ensure safe care
delivery. Policy makers need to be aware of the impact adding the AIN to models of care has
on the registered nursing workforce. Implementation of policies and procedures that
facilitate effective teamwork between the RN and the AIN are needed. Senior nurses need to
ensure AINs are returning to wards to enable relationships to develop between staff. Nurses
and AINs need to engage with ongoing education in delegation and need to be provided with
opportunities to practice the process.
As presence of the AIN increases in the Australian acute care environment and indeed
throughout the world nurses need to ensure that they are working within the frameworks and
guidelines set out by the professional bodies to provide effective patient care. It is incumbent
on RNs to ensure AINs are consistently working safely within their SOP and that higher
order skills remain the responsibility of the registered nursing workforce. RNs and AINs
need to work together as a team where mutual respect and understanding of one another’s
role is the cornerstone of the relationship. As the role grows and develops in Australia it is
important to look internationally at the experience of nursing teams who have gone before to
ensure this evolving workforce model provides safe, effective and efficient patient care
delivery.
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Participant Information Sheet/Consent Form
Health/Social Science Research - Adult providing own consent
Name of Project:

Delegation practices between the Registered Nurse and
the Assistant in Nursing in the acute care setting in
Western Australia.

Principal Investigator:

Carol Crevacore

Associate Investigators:

Professor Christine Duffield
Associate Professor Elisabeth Jacob

Location:
You are invited to take part in a research study exploring your experience of delegating
to the Assistant in Nursing within the Tertiary health care environment. This study is
being undertaken through the School of Nursing and Midwifery at Edith Cowan
University. The following will explain to you all procedures involved in the project
before you decide whether or not to participate. Please read the information carefully
and feel free to for further information or clarification.
What is the purpose of this research?
This research will investigate the delegation practices that exist between the
Registered Nurse (RN) and the Assistant in Nursing (AIN) in the acute care
environment.
The results of this research will be used by the researcher Carol Crevacore in her
doctoral degree. This research has been initiated by the researcher, Carol Crevacore.
Why were you chosen for this research?
You have been invited to participate in this survey as you are a Registered Nurse (RN)
employed at Sir Charles Gairdner Hospital and work on a ward that includes Assistants
in Nursing (AIN) in their model of care.
What are the benefits and risks to you?
We cannot guarantee or promise that you will receive any benefits from this research.
However, possible benefits may include a greater understanding of the current
delegation practice between yourself and the RNs with whom you work. In the future,
RNs and AINs may benefit from this research through the implementation of education
sessions relating to delegation.

No risks are anticipated for you as a result of

participating in this research.
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What does the research involve?
The study involves completing a 5 to 10 minute anonymous questionnaire. The only
cost to you from this research project is the time taken to complete the questionnaire.
No payment or reward, financial or otherwise is offered for participation in this
research.

Registered Nurses will be offered the opportunity at the end of the

questionnaire to participate in a separate interview to further explore information that
may arise from the questionnaire.
Do I have to take part?
Your participation in this study is voluntary. You are under no obligation to participate
in this study and your decision on whether or not to participate will not impact your
professional relationships with any member of the study team or Sir Charles Gairdner
Hospital. Your decision to complete the questionnaire will be considered to be ‘implied
consent’, meaning that rather than signing to denote the consent, your act of
completing a voluntary questionnaire after reading this information sheet denotes your
willingness to have your responses included in this research.
The questionnaire is anonymous which means once completed the researcher will not
be able to identify who provided what responses but also means that you will not be
able to withdraw your answers once given.
There is an option within the questionnaire to enter your personal details for entry into
a prize draw, and/or, to participate in an interview to explore your delegation practices
further, however this information will not be used to link data to individuals. This
personal data will be store separately from the questionnaires.
What will happen to information about me?
Any information obtained in connection with this research project will remain
confidential. All information will be will be stored securely in a locked filing cabinet in
a secured office at the university for a period of five years from publication of study
findings. At the conclusion of this mandatory storage period, the materials will be
destroyed. Your information will only be used for the purpose of this research project
and it will only be disclosed with your permission, or as required by law.
A report on the outcome of the study will be submitted for publication, but individual
participants will not be identifiable in such a report.
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Who has reviewed the research project?
All research in Australia involving humans is reviewed by an independent group of
people called a Human Research Ethics Committee (HREC).
The ethical aspects of this research project have been approved by the HREC of Sir
Charles Gairdner Hospital and Edith Cowan University.
This project will be carried out according to the National Statement on Ethical Conduct
in Human Research (2007). This statement has been developed to protect the
interests of people who agree to participate in human research studies.
Do you have any further queries?
The person you may need to contact will depend on the nature of your query. If you
want any further information concerning this project or if you have any problems which
may be related to your involvement in the project, you can contact the researcher Carol
Crevacore on 63043496 or c.crevacore@ecu.edu.au or any of the following people:
Professor Christine Duffield, Professor of Nursing and Health Services Management,
Edith Cowan University, Ph: 0418 221 161, Email: c.duffield@ecu.edu.au
or
Associate Professor Elisabeth Jacob, Edith Cowan University, Ph: 6304 3487, Email:
e.jacob@ecu.edu.au.

Reviewing HREC approving this research and HREC Executive Officer details
Reviewing HREC name

Sir Charles Gairdner Osborne Park Health Care Group

Telephone

6457 2999

Email

hrec.scgh@health.wa.gov.au

Consent
Completion of the questionnaire will imply consent. As per section 2.2.5 of the National
research ethics statement (National Health and Medical Research Council, 2015)
consent may be expressed orally, in writing or by some other means including return
of a survey. Should you consent to participating in this research please complete the
survey and return it to the locked box located in the meeting room on your ward titled
‘Delegation Questionnaire’.
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This survey aims to understand your current delegation practices between yourself
and the Assistant in Nursing
Q 1 Please identify the degree to which you agree with the following statements.
Strongly
agree
I would delegate more, but the jobs I
delegate never seem to get done the
way I want them to be done.
I don’t feel I have time to delegate
properly.
I carefully check on an AIN's work
without letting them know I'm doing it,
so I can correct their mistakes if
necessary before they cause too many
problems.
I delegate the whole job- giving the
opportunity for the AIN to complete it
without any of my involvement. Then I
review the end result.
When I give clear instructions and the
job isn’t done right, I get upset.
I feel Assistants in Nursing lack the
commitment that I have. So any job I
delegate won’t get done as well as I’d
do it.
I'd delegate more, but I feel I can do
the task better than the AIN I might
delegate it to.
I’d delegate more but if the individual I
delegate the task to does an
incompetent job, I’ll be severely
criticised.
If I were to delegate the task, my job
wouldn't be nearly as rewarding.
When I delegate a job, I often find that
the outcome is such that I end up
doing the job over again myself.
I have not really found that delegation
saves any time.
I delegate a task clearly and concisely,
explaining exactly how it should be
completed.
I can’t delegate as much as I like
because the Assistant in Nursing lack
the necessary experience.
I feel when I delegate, I lose control.
I would delegate more but I’m pretty
much a perfectionist.
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Agree

Disagree

Strongly
disagree

I can give the Assistant in Nursing the
routine tasks, but I feel I must keep the
non-routine tasks myself.
My own boss expects me to keep very
close to all details of the work.
I work longer hours than I should.
Q 2 The questions below relate to the process of delegating. Please indicate the
frequency with which you complete the following.
Always

Most
of Sometime
the time
s

Never

Complete a comprehensive health
assessment of the client needs before
delegating.
Determine if there is organisational
support in the form of local
policies/guidelines/protocols for the
performance of this activity by an AIN.
Assess the education, knowledge, skill
and experience of the Assistant in
Nursing.
Determine the person is competent to
perform the activity safely.
Determine the AIN is confident to
perform the activity.
Determine that the AIN understands
their level of accountability in
performing the activity.
Provide appropriate supervision,
support and if needed education to the
AIN.
Q 3 Below is a list of nursing activities. Please indicate how often you delegate the
following tasks to the AIN:
Always

Sometimes

Recording of and
Electrocardiogram (ECG)
Shower or bathe a patient
Blood Glucose Monitoring
(BGL)
Record urine output on fluid
balance chart
Starting Intravenous (IV) lines
Mobilise a patient from bed to
chair
Perform and record patients’
observations
Cutting or trimming of nails
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Rarely

Never

Assist patient to toilet
Escort a patient from
Operating Theatre back to
the ward
Answer call bells
Medication preparation
Medication administration
Complete pre-operative
shaves
Bed making
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Q 4 Below is a list of questions that ask for background details about you. Please mark
the appropriate box or provide details as required.
4.1 What is your gender?
Female



Male



Other



4.2 What is your age in years as of June 30 2017?
________________________________________________________________
4.3 How many years have you been working as an Registered Nurse (RN)?
0-6 months



7-12 months



1-2 years



3-5 years



More than 5 years 
4.4 How long have you been working with Assistants in Nursing?
0-6 months



7-12 months



1-2 years



3-5 years



More than 5 years 
4.5 Please select the highest level of education you have completed
Hospital Certificate



Diploma



Undergraduate Degree



Post graduate qualification - please state:
______________________________________________________________
Other, please state:
______________________________________________________________
Thank

you

for

taking

the

time

to

answer

these

questions.

If you would be interested in meeting with the researcher to discuss the jobs that
Registered Nurses ask you to complete please fill in your contact details (email and
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phone number) below and the researcher will be in contact with you.

________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
If you would like to go into the prize draw to win one of 5 double passes to Gold Class®
movies, please fill in your details below.
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
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Participant Information Sheet/Consent Form
Health/Social Science Research - Adult providing own consent
Name of Project:

Delegation practices between the Registered
Nurse and the Assistant in Nursing in the acute
care setting in Western Australia.

Principal Investigator:

Carol Crevacore

Associate Investigators:

Professor Christine Duffield
Associate Professor Elisabeth Jacob

Location:

Sir Charles Gairdner Hospital

You are invited to take part in a research study exploring your experience
being delegated activities by the Registered Nurse (RN) within the tertiary
health care environment. This study is being undertaken through the School
of Nursing and Midwifery at Edith Cowan University. The information below
will explain the procedures involved in the project before you decide whether
or not to participate. Please read the information carefully and feel free to for
further information or clarification.
What is the purpose of this research?
This research will investigate the delegation practices that exist between the
Registered Nurse and the Assistant in Nursing in the acute care environment.
The results of this research will be used by the researcher Carol Crevacore in
her doctoral degree. This research has been initiated by the researcher, Carol
Crevacore.
Why were you chosen for this research?
You have been invited to participate in this survey as you are an Assistant In
Nursing (AIN) working at Sir Charles Gairdner Hospital.
What are the benefits and risks to you?
We cannot guarantee or promise that you will receive any benefits from this
research. However, possible benefits may include a greater understanding of
the current delegation practice between yourself and the RNs with whom you
work. In the future, RNs and AINs may benefit from this research through the
implementation of education sessions relating to delegation. No risks are
anticipated for you as a result of participating in this research.
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What does the research involve?
The study involves completing a 5 to 10 minute anonymous questionnaire.
The only cost to you from this research project is the time taken to complete
the questionnaire. No payment or reward, financial or otherwise is offered for
participation in this research.

Assistants in Nursing will be offered the

opportunity at the end of the questionnaire to participate in a separate
interview to further explore information that may arise from the questionnaire.
Do I have to take part?
Your participation in this study is voluntary. You are under no obligation to
participate in this study and your decision on whether or not to participate will
not impact your professional relationships with any member of the study team
or Sir Charles Gairdner Hospital. Your decision to complete the questionnaire
will be considered to be ‘implied consent’, meaning that rather than signing to
denote the consent, your act of completing a voluntary questionnaire after
reading this information sheet denotes your willingness to have your
responses included in this research.
The questionnaire is anonymous which means once completed the researcher
will not be able to identify who provided what responses but also means that
you will not be able to withdraw your answers once given.
There is an option within the questionnaire to enter your personal details for
entry into a prize draw, and/or, to participate in an interview to explore your
delegation practices further however this information will not be used to link
data to individuals. This personal data will be store separately from the
questionnaires.
What will happen to information about me?
Any information obtained in connection with this research project will remain
confidential. All information will be will be stored securely in a locked filing
cabinet in a secured office at the university for a period of five years from
publication of study findings. At the conclusion of this mandatory storage
period, the materials will be destroyed. Your information will only be used for
the purpose of this research project and it will only be disclosed with your
permission, or as required by law.
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A report on the outcome of the study will be submitted for publication, but
individual participants will not be identifiable in such a report.

Who has reviewed the research project?
All research in Australia involving humans is reviewed by an independent
group of people called a Human Research Ethics Committee (HREC).
The ethical aspects of this research project have been approved by the HREC
of Sir Charles Gairdner Hospital and Edith Cowan University.
This project will be carried out according to the National Statement on Ethical
Conduct in Human Research (2007). This statement has been developed to
protect the interests of people who agree to participate in human research
studies.

Do you have any further queries?
The person you may need to contact will depend on the nature of your query.
If you want any further information concerning this project or if you have any
problems which may be related to your involvement in the project, you can
contact

the

researcher

Carol

Crevacore

on

63043496

or

c.crevacore@ecu.edu.au or any of the following people:
Professor Christine Duffield, Professor of Nursing and Health Services
Management, Edith Cowan University, Ph: 0418 221 161, Email:
c.duffield@ecu.edu.au
or
Associate Professor Elisabeth Jacob, Edith Cowan University, Ph: 6304 3487,
Email: e.jacob@ecu.edu.au.

Reviewing HREC approving this research and HREC Executive Officer
details
Reviewing HREC name
Telephone
Email

Sir Charles Gairdner Osborne
Park Health Care Group
6457 2999
hrec.scgh@health.wa.gov.au
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Consent
Completion of the online questionnaire will imply consent. As per section 2.2.5
of the National research ethics statement (National Health and Medical
Research Council, 2015) consent may be expressed orally, in writing or by
some other means including return of a survey.

Should you consent to

participating in this research please complete the questionnaire by clicking on
to the ‘next’ button below.
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Q1 The following questions relate to your experience with nursing staff asking you to
complete nursing care for patients. Please click the boxes which corresponds to how
strongly you agree with the following statements:
All shifts

When I come into work, I know what
I need to do for the rest of the shift.
I say no when someone asks me to
do something.
I am asked to do activities that I
don’t have enough time to
complete.
I am given enough support to
complete my job.
Nurses supervise me when I am
completing my job.
I complete a nursing task without
the RN telling me do so.
I know what care activities I am
allowed to do in my job.
I only complete a task when an RN
tells me to do so.
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Most

Some

shifts

shifts

Never

Q2 Below is a list of nursing activities. Please indicate how often Registered Nurses
delegate the following tasks to you:
Always

Sometimes

Recording of and
Electrocardiogram
(ECG)
Shower or bathe a
patient
Blood Glucose
Monitoring (BGL)
Record urine output on
fluid balance chart
Starting Intravenous
(IV) lines
Mobilise a patient from
bed to chair
Perform and record
patients’ observations
Cutting or trimming of
nails
Assist patient to toilet
Escort a patient from
Operating Theatre back
to the ward
Answer call bells
Medication preparation
Medication
administration
Complete pre-operative
shaves
Bed making
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Rarely

Never

Q3 Below is a list of questions that ask for background details about you. Please mark
the appropriate box or provide details as required.
3.1 What is your gender?
Female



Male



Other



3.2 What is your age in years as of June 30, 2017?

Q3.3 Are you employed as an AIN by?
Sir Charles Gairdner Hospital

Employment Agency (such as Nurse West, Medi Serve, Flex etc)



3.4 How many years have your been working as an Assistant in Nursing (AIN)?
0-6 months



7-12 months



1-2 years



3-5 years



More than 5 years 
3.5 Please select the highest level of education you have completed

Year 10



Year 12



TAFE Certificate



TAFE Diploma



Undergraduate degree



Post graduate qualification - please state:
________________________________________________________________
Other, please state:_________________________________________________

3.6 Indicate on the list below which qualification you have which enables you to be
employed as an AIN.
I do not hold a qualification.



Assistant in Nursing - Aged Care
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Assistant in Nursing - Acute Care



Other, please state:
___________________________________________________________________
3.7 Please state the length of time taken to complete the qualification listed in
question 3.6
___________________________________________________________________
3.8 Are you a nursing student?
No I am not a nursing student

 ( go to question 3.8)

I am an Enrolled Nursing student

 (go to question 3.7.1)

I am a Registered Nursing student

 (go to question 3.7.2)

3.8.1 Indicate the year of study that you are enrolled as an Enrolled Nursing student.
1st year



2nd year



3.8.2 Indicate the year of study that you are enrolled as a Registered Nursing student.
1st year



2nd year



3rd year



4th year



3.9 Do you have a job description for your role as an Assistant in Nursing?

Thank

Yes



No


you

for

taking

the

time

to

answer

these

questions.

If you would be interested in meeting with the researcher to discuss the jobs that
Registered Nurses ask you to complete please fill in your contact details (email and
phone number) below and the researcher will be in contact with you.

________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________

205

________________________________________________________________
If you would like to go into the prize draw to win one of 5 double passes to Gold Class®
movies, please fill in your details below.
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
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Participant Information Sheet/Consent Form
Health/Social Science Research - Adult providing own consent
Delegation practices between the Registered Nurse and the Assistant in
Nursing in the acute care setting in Western Australia.
Principal Investigator:

Carol Crevacore

Associate Investigators:

Professor Christine Duffield

Associate Professor:

Elisabeth Jacob

Location:

Sir Charles Gairdner Hospital

You are invited to take part in a research study exploring your experience
being delegated activities by the Registered Nurse (RN) within the tertiary
health care environment. This study is being undertaken through the School
of Nursing and Midwifery at Edith Cowan University. The information below
will explain the procedures involved in the project before you decide whether
or not to participate. Please read the information carefully and feel free to for
further information or clarification.

What is the purpose of this research?
This research will investigate the delegation practices that exist between the
RN and the AIN in the acute care environment.
The results of this research will be used by the researcher Carol Crevacore in
her doctoral degree. This research has been initiated by the researcher, Carol
Crevacore.

Why were you chosen for this research?
You have been invited to participate in this survey as you are an Assistant In
Nursing (AIN) working at Sir Charles Gairdner Hospital.

What are the benefits and risks to you?
We cannot guarantee or promise that you will receive any benefits from this
research. However, possible benefits may include a greater understanding of
the current delegation practice between yourself and the RNs with whom you
work. In the future, RNs and AINs may benefit from this research through the
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implementation of education sessions relating to delegation. No risks are
anticipated for you as a result of participating in this research.

What does the research involve?
The study involves completing a 5 to 10 minute anonymous questionnaire.
The only cost to you from this research project is the time taken to complete
the questionnaire. No payment or reward, financial or otherwise is offered for
participation in this research.

Assistants in Nursing will be offered the

opportunity at the end of the questionnaire to participate in a separate
interview to further explore information that may arise from the questionnaire.
Do I have to take part?
Your participation in this study is voluntary. You are under no obligation to
participate in this study and your decision on whether or not to participate will
not impact your professional relationships with any member of the study team
or Sir Charles Gairdner Hospital. Your decision to complete the questionnaire
will be considered to be ‘implied consent’, meaning that rather than signing to
denote the consent, your act of completing a voluntary questionnaire after
reading this information sheet denotes your willingness to have your
responses included in this research.
The questionnaire is anonymous which means once completed the researcher
will not be able to identify who provided what responses but also means that
you will not be able to withdraw your answers once given.
There is an option within the questionnaire to enter your personal details for
entry into a prize draw, and/or, to participate in an interview to explore your
delegation practices further however this information will not be used to link
data to individuals. This personal data will be store separately from the
questionnaires.
What will happen to information about me?
Any information obtained in connection with this research project will remain
confidential. All information will be stored securely in a locked filing cabinet in
a secured office at the university for a period of five years from publication of
study findings.

At the conclusion of this mandatory storage period, the

materials will be destroyed. Your information will only be used for the purpose
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of this research project and it will only be disclosed with your permission, or
as required by law.
A report on the outcome of the study will be submitted for publication, but
individual participants will not be identifiable in such a report.

Who has reviewed the research project?
All research in Australia involving humans is reviewed by an independent
group of people called a Human Research Ethics Committee (HREC).
The ethical aspects of this research project have been approved by the HREC
of Sir Charles Gairdner Hospital and Edith Cowan University.
This project will be carried out according to the National Statement on Ethical
Conduct in Human Research (2007). This statement has been developed to
protect the interests of people who agree to participate in human research
studies.

Do you have any further queries?
The person you may need to contact will depend on the nature of your query.
If you want any further information concerning this project or if you have any
problems which may be related to your involvement in the project, you can
contact

the

researcher

Carol

Crevacore

on

63043496

or

c.crevacore@ecu.edu.au or any of the following people:
Professor Christine Duffield, Professor of Nursing and Health Services
Management, Edith Cowan University, Ph: 0418 221 161, Email:
c.duffield@ecu.edu.au
or
Associate Professor Elisabeth Jacob, Edith Cowan University, Ph: 6304 3487,
Email: e.jacob@ecu.edu.au.

Reviewing HREC approving this research and HREC Executive Officer
details
Reviewing HREC name
Telephone
Email

Sir Charles Gairdner Osborne
Park Health Care Group
6457 2999
hrec.scgh@health.wa.gov.au
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Consent
Completion of the online questionnaire will imply consent. As per section 2.2.5
of the National research ethics statement (National Health and Medical
Research Council, 2015) consent may be expressed orally, in writing or by
some other means including return of a survey.

Should you consent to

participating in this research please complete the questionnaire by clicking on
to the ‘next’ button below.
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Q1 The following questions relate to your experience with nursing staff asking you to complete
nursing care for patients. Please click the boxes which corresponds to how strongly you agree
with the following statements:
All shifts (1)

Most shifts (2)

Some shifts (3)

Never (4)

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

When I come into
work, I know what I
need to do for the rest
of the shift. (1)
I say no when
someone asks me to
do something. (2)
I am asked to do
activities that I don’t
have enough time to
complete. (3)
I am given enough
support to complete
my job. (4)
Nurses supervise me
when I am
completing my job.
(5)
I complete a nursing
task without the RN
telling me do so. (6)
I know what care
activities I am
allowed to do in my
job. (7)
I only complete a task
when an RN tells me
to do so (8)

Q2 Below is a list of nursing activities. Please respond to how often you complete the
following tasks:
Always (1)

Sometimes (2)

Rarely (3)

Never (4)

Recording of and
Electrocardiogram
(ECG) (1)

o

o

o

o

o
o
o
o
o
o
o
o

o
o
o
o
o
o
o
o

o
o
o
o
o
o
o
o

o
o
o
o
o
o
o
o

o

o

o

o

o
o
o
o
o

o
o
o
o
o

o
o
o
o
o

o
o
o
o
o

Shower or bathe a
patient (2)
Blood Glucose
Monitoring (BGL) (3)
Record urine output on
fluid balance chart (4)
Starting Intravenous (IV)
lines. (5)
Mobilise a patient from
bed to chair (6)
Perform and record
patients’ observations (7)
Cutting or trimming of
nails. (8)

Assist patient to toilet (9)

Escort a patient from
Operating Theatre back
to the ward. (10)

Answer call bells (11)

Medication preparation.
(12)
Medication
administration. (13)
Complete pre-operative
shaves. (14)

Bed making (15)
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Q3 Below is a list of questions that ask for background details about you. Please mark the
appropriate box or provide details as required.
3.1 What is your gender?

o Female (1)
o Male (2)
o Other (3)
3.2 What is your age in years as of June 30, 2017?
________________________________________________________________
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Q3.3 Are you employed as an AIN by

o Sir Charles Gairdner Hospital (1)
o Employment Agency (such as Nurse West, Medi Serve, Flex etc) (2)
Q3.4 How many years have your been working as an Assistant in Nursing (AIN)?

o 0-6 months (1)
o 7-12 months (2)
o 1-2 years (3)
o 3-5 years (4)
o More than 5 years (5)
Q3.5 Please select the highest level of education you have completed

o Year 10 (1)
o Year 12 (2)
o TAFE Certificate (3)
o TAFE Diploma (4)
o Undergraduate degree (5)
o Post graduate qualification - please state: (6)
________________________________________________

o Other, please state: (7) ________________________________________________
Q3.6 Indicate on the list below which qualification you have which enables you to be employed
as an AIN.

o I do not hold a qualification. (1)
o Assistant in Nursing - Aged Care (2)
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o Assistant in Nursing - Acute Care (3)
o Other, please state: (4) ________________________________________________
Q3.7 Please state the length of time taken to complete the qualification listed in question 3.5
________________________________________________________________

Q 3.8 Are you a nursing student?

o No I am not a nursing student (1)
o I am an Enrolled Nursing Student (2)
o I am a Registered Nursing Student (3)
Display This Question:
If Are you a nursing student? = I am an Enrolled Nursing Student

3.8.1 indicate the year of study that you are enrolled as an Enrolled Nursing student.

o 1st year (1)
o 2nd year (2)
Display This Question:
If Are you a nursing student? = I am a Registered Nursing Student

3.8.2 Indicate the year of study that you are enrolled as a Registered Nursing student.

o 1st year (1)
o 2nd year (2)
o 3rd year (3)
o 4th year (4)
Q3.9 Do you have a job description for your role as an Assistant in Nursing?

o Yes (1)
o No (2)
216

Q3.10 Thank you for taking the time to answer these questions.
If you would be interested in meeting with the researcher to discuss the jobs that Registered
Nurses ask you to complete please fill in your contact details (email and phone number)
below and the researcher will be in contact with you.

________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
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Appendix 4 Pilot Study RN Phase one
questionnaire

PILOT STUDY: TEST

CODE:__________

Dear Participant,

Thank you for agreeing to complete the Pilot test of the Registered Nurse decision
making in delegation questionnaire. As mentioned, I am computing a ‘test-retest’
score to ascertain the consistency of the tool. Please take the time to complete the
questionnaire attached.
Please follow the instructions below when completing this questionnaire.

Upon

completion of this version please return to Sue Robertson in the reply-paid envelope.

Thank you for your help in this research.

Carol Crevacore

Registered Nurse decision making in delegation questionnaire.
This survey aims to understand your current delegation practices between yourself
and the Assistant in Nursing
Q 1 Please identify the degree to which you agree with the following statements.
Strongly
agree
I would delegate more, but the
jobs I delegate never seem to get
done the way I want them to be
done.
I don’t feel I have time to delegate
properly.
I carefully check on an AIN's work
without letting them know I'm
doing it, so I can correct their
mistakes if necessary before they
cause too many problems.
I delegate the whole job- giving
the opportunity for the AIN to
complete it without any of my
involvement. Then I review the
end result.
When I give clear instructions and
the job isn’t done right, I get
upset.
I feel Assistants in Nursing lack
the commitment that I have. So
any job I delegate won’t get done
as well as I’d do it.
I'd delegate more, but I feel I can
do the task better than the AIN I
might delegate it to.
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Agree

Disagree

Strongly
disagree

I’d delegate more but if the
individual I delegate the task to
does an incompetent job, I’ll be
severely criticised.
If I were to delegate the task, my
job wouldn't be nearly as
rewarding.
When I delegate a job, I often find
that the outcome is such that I
end up doing the job over again
myself.
I have not really found that
delegation saves any time.
I delegate a task clearly and
concisely, explaining exactly how
it should be completed.
I can’t delegate as much as I like
because the Assistant in Nursing
lack the necessary experience.
I feel when I delegate, I lose
control.
I would delegate more but I’m
pretty much a perfectionist.
I can give the Assistant in
Nursing the routine tasks, but I
feel I must keep the non-routine
tasks myself.
My own boss expects me to keep
very close to all details of the
work.
I work longer hours than I should.
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Q 2 The questions below relate to the process of delegating. Please indicate the
frequency with which you complete the following.
Always

Most of
the time

Complete a comprehensive
health assessment of the client
needs before delegating.
Determine if there is
organisational support in the form
of local
policies/guidelines/protocols for
the performance of this activity by
an AIN.
Assess the education,
knowledge, skill and experience
of the Assistant in Nursing.
Determine the person is
competent to perform the activity
safely.
Determine the AIN is confident
to perform the activity.
Determine that the AIN
understands their level of
accountability in performing the
activity.
Provide appropriate supervision,
support and if needed education
to the AIN.
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Sometimes

Never

Q 3 Below is a list of nursing activities. Please respond to how often you complete the
following tasks:
Always

Sometimes

Recording of and
Electrocardiogram
(ECG)
Shower or bathe a
patient
Blood Glucose
Monitoring (BGL)
Record urine output on
fluid balance chart
Starting Intravenous (IV)
lines
Mobilise a patient from
bed to chair
Perform and record
patients’ observations
Cutting or trimming of
nails
Assist patient to toilet
Escort a patient from
Operating Theatre back
to the ward
Answer call bells
Medication preparation
Medication
administration
Complete pre-operative
shaves
Bed making

223

Rarely

Never

Q 4 Below is a list of questions that ask for background details about you. Please mark
the appropriate box or provide details as required.
4.1 What is your gender?
Female



Male



Other



4.2 What is your age in years as of June 30, 2017?
________________________________________________________________

4.3 How many years have your been working as a Registered Nurse (RN)?
0-6 months



7-12 months



1-2 years



3-5 years



More than 5 years 
4.4 How long have you been working with Assistants in Nursing?
0-6 months



7-12 months



1-2 years



3-5 years



More than 5 years 
4.5 Please select the highest level of education you have completed

Hospital Certificate



Diploma



Undergraduate Degree



Post graduate qualification - please state:
______________________________________________________________
Other, please state:______________________________________________
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Thank

you

for

taking

the

time

to

answer

these

questions.

If you would be interested in meeting with the researcher to discuss the jobs that
Registered Nurses ask you to complete please fill in your contact details (email and
phone number) below and the researcher will be in contact with you.

________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
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PILOT STUDY QUESTIONS

Please complete the following questions in relation to the pilot research paper.

Is there any wording on the questionnaire that is ambiguous or needs attention?

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________

In relation to the pilot study please make any further comments that you wish.

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
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PILOT STUDY

- RETEST

CODE:__________

Dear Participant,

Thank you for agreeing to complete the Pilot re-test of the Registered Nurse decision
making in delegation questionnaire. As mentioned, I am computing a ‘test-retest’
score to ascertain the consistency of the tool. Please take the time to complete the
questionnaire attached.
Please follow the instructions below when completing this questionnaire.

Upon

completion of this version please return to Sue Robertson in the reply paid envelope.

Thank you for your help in this research.

Carol Crevacore

Registered Nurse decision making in delegation questionnaire.
This survey aims to understand your current delegation practices between yourself
and the Assistant in Nursing
Q 1 Please identify the degree to which you agree with the following statements.
Strongly
agree
I would delegate more, but the
jobs I delegate never seem to get
done the way I want them to be
done.
I don’t feel I have time to delegate
properly.
I carefully check on an AIN's work
without letting them know I'm
doing it, so I can correct their
mistakes if necessary before they
cause too many problems.
I delegate the whole job- giving
the opportunity for the AIN to
complete it without any of my
involvement. Then I review the
end result.
When I give clear instructions and
the job isn’t done right, I get
upset.
I feel Assistants in Nursing lack
the commitment that I have. So
any job I delegate won’t get done
as well as I’d do it.
I'd delegate more, but I feel I can
do the task better than the AIN I
might delegate it to.
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Agree

Disagree

Strongly
disagree

I’d delegate more but if the
individual I delegate the task to
does an incompetent job, I’ll be
severely criticised.
If I were to delegate the task, my
job wouldn't be nearly as
rewarding.
When I delegate a job, I often find
that the outcome is such that I
end up doing the job over again
myself.
I have not really found that
delegation saves any time.
I delegate a task clearly and
concisely, explaining exactly how
it should be completed.
I can’t delegate as much as I like
because the Assistant in Nursing
lack the necessary experience.
I feel when I delegate, I lose
control.
I would delegate more but I’m
pretty much a perfectionist.
I can give the Assistant in
Nursing the routine tasks, but I
feel I must keep the non-routine
tasks myself.
My own boss expects me to keep
very close to all details of the
work.
I work longer hours than I should.
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Q 2 The questions below relate to the process of delegating. Please indicate the
frequency with which you complete the following.
Always

Most of
the time

Complete a comprehensive
health assessment of the client
needs before delegating.
Determine if there is
organisational support in the form
of local
policies/guidelines/protocols for
the performance of this activity by
an AIN.
Assess the education,
knowledge, skill and experience
of the Assistant in Nursing.
Determine the person is
competent to perform the activity
safely.
Determine the AIN is confident
to perform the activity.
Determine that the AIN
understands their level of
accountability in performing the
activity.
Provide appropriate supervision,
support and if needed education
to the AIN.
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Sometimes

Never

Q 3 Below is a list of nursing activities. Please respond to how often you complete the
following tasks:
Always

Sometimes

Recording of and
Electrocardiogram
(ECG)
Shower or bathe a
patient
Blood Glucose
Monitoring (BGL)
Record urine output on
fluid balance chart
Starting Intravenous (IV)
lines
Mobilise a patient from
bed to chair
Perform and record
patients’ observations
Cutting or trimming of
nails
Assist patient to toilet
Escort a patient from
Operating Theatre back
to the ward
Answer call bells
Medication preparation
Medication
administration
Complete pre-operative
shaves
Bed making
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Rarely

Never

Q 4 Below is a list of questions that ask for background details about you. Please mark
the appropriate box or provide details as required.
4.1 What is your gender?
Female



Male



Other



4.2 What is your age in years as of June 30, 2017?
________________________________________________________________
4.3 How many years have your been working as a Registered Nurse (RN)?
0-6 months



7-12 months



1-2 years



3-5 years



More than 5 years 
4.4 How long have you been working with Assistants in Nursing?
0-6 months



7-12 months



1-2 years



3-5 years



More than 5 years 
4.5 Please select the highest level of education you have completed
Hospital Certificate



Diploma



Undergraduate Degree



Post graduate qualification - please state:
______________________________________________________________
Other, please state:
______________________________________________________________
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Appendix 5 Pilot Study AIN Phase one
questionnaire

PILOT STUDY

- TEST

CODE:__________

Dear Participant,

Thank you for agreeing to complete the Pilot test of the Registered Nurse
decision making in delegation questionnaire. As mentioned, I am computing a ‘testretest’ score to ascertain the consistency of the tool. Please take the time to complete
the questionnaire attached.
Please follow the instructions below when completing this questionnaire.
Please hand back to your teacher upon completion. In one weeks’ time your teacher
will provide you with the same survey to enable a ‘re-test’ to be completed.

Thank you for your help in this research.

Carol Crevacore

Q1 The following questions relate to your experience with nursing staff asking you to
complete nursing care for patients. Please click the boxes which corresponds to how
strongly you agree with the following statements:
All shifts

When I come into work, I know what
I need to do for the rest of the shift.
I say no when someone asks me to
do something.
I am asked to do activities that I
don’t have enough time to complete.
I am given enough support to
complete my job.
Nurses supervise me when I am
completing my job.
I complete a nursing task without
the RN telling me do so.
I know what care activities I am
allowed to do in my job.
I only complete a task when an RN
tells me to do so.

Most

Some

shifts

shifts

Never

Q2 Below is a list of nursing activities. Please indicate how often Registered Nurses
delegate the following tasks to you:
Always
Recording of and
Electrocardiogram
(ECG)
Shower or bathe a
patient
Blood Glucose
Monitoring (BGL)
Record urine output
on fluid balance chart
Starting Intravenous
(IV) lines
Mobilise a patient from
bed to chair
Perform and record
patients’ observations
Cutting or trimming of
nails
Assist patient to toilet
Escort a patient from
Operating Theatre
back to the ward
Answer call bells
Medication
preparation
Medication
administration

Sometimes

Rarely

Never

Complete preoperative shaves
Bed making
Q3 Below is a list of questions that ask for background details about you. Please mark
the appropriate box or provide details as required.
3.1 What is your gender?
Female



Male



Other



3.2 What is your age in years as of June 30, 2017?

Q3.3 Are you employed as an AIN by?
Sir Charles Gairdner Hospital

Employment Agency (such as Nurse West, Medi Serve, Flex etc)



3.4 How many years have your been working as an Assistant in Nursing (AIN)?
0-6 months



7-12 months



1-2 years



3-5 years



More than 5 years 
3.5 Please select the highest level of education you have completed

Year 10



Year 12



TAFE Certificate



TAFE Diploma



Undergraduate degree



Post graduate qualification - please state:
________________________________________________________________

Other, please state:_________________________________________________

3.6 Indicate on the list below which qualification you have which enables you to be
employed as an AIN.
I do not hold a qualification.



Assistant in Nursing - Aged Care



Assistant in Nursing - Acute Care



Other, please state:
________________________________________________
3.7 Please state the length of time taken to complete the qualification listed in
question 3.6
___________________________________________________________________
3.8 Are you a nursing student?
No I am not a nursing student

 ( go to question 3.8)

I am an Enrolled Nursing student

 (go to question 3.7.1)

I am a Registered Nursing student

 (go to question 3.7.2)

3.8.1 Indicate the year of study that you are enrolled as an Enrolled Nursing student.
1st year



2nd year



3.8.2 Indicate the year of study that you are enrolled as a Registered Nursing student.
1st year



2nd year



3rd year



4th year



3.9 Do you have a job description for your role as an Assistant in Nursing?
Yes



No



PILOT STUDY QUESTIONS

Please complete the following questions in relation to the pilot research paper.

Is there any wording on the questionnaire that does not make sense?

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________

In relation to the pilot study please make any further comments that you wish.
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________

PILOT STUDY: RE-TEST

CODE:__________

Dear Participant,

Thank you for agreeing to complete the retest of the Registered Nurse decision making
in delegation questionnaire. As explained last week, I am computing a ‘test-retest’
score to ascertain the consistency of the tool. Please take the time to complete the
questionnaire attached.
Please follow the instructions below when completing this questionnaire. Please hand
back to your teacher upon completion

Thank you for your help in this research.

Carol Crevacore
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Q1 The following questions relate to your experience with nursing staff asking you to
complete nursing care for patients. Please click the boxes which corresponds to how
strongly you agree with the following statements:
All shifts

When I come into work, I know what
I need to do for the rest of the shift.
I say no when someone asks me to
do something.
I am asked to do activities that I
don’t have enough time to
complete.
I am given enough support to
complete my job.
Nurses supervise me when I am
completing my job.
I complete a nursing task without
the RN telling me do so.
I know what care activities I am
allowed to do in my job.
I only complete a task when an RN
tells me to do so.
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Most

Some

shifts

shifts

Never

Q2 Below is a list of nursing activities. Please indicate how often Registered Nurses
delegate the following tasks to you:
Always

Sometimes

Recording of and
Electrocardiogram
(ECG)
Shower or bathe a
patient
Blood Glucose
Monitoring (BGL)
Record urine output on
fluid balance chart
Starting Intravenous
(IV) lines
Mobilise a patient from
bed to chair
Perform and record
patients’ observations
Cutting or trimming of
nails
Assist patient to toilet
Escort a patient from
Operating Theatre back
to the ward
Answer call bells
Medication preparation
Medication
administration
Complete pre-operative
shaves
Bed making
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Rarely

Never

Q3 Below is a list of questions that ask for background details about you. Please mark
the appropriate box or provide details as required.
3.1 What is your gender?
Female



Male



Other



3.2 What is your age in years as of June 30, 2017?

Q3.3 Are you employed as an AIN by?
Sir Charles Gairdner Hospital

Employment Agency (such as Nurse West, Medi Serve, Flex etc)



3.4 How many years have your been working as an Assistant in Nursing (AIN)?
0-6 months



7-12 months



1-2 years



3-5 years



More than 5 years 
3.5 Please select the highest level of education you have completed

Post

Year 10



Year 12



TAFE Certificate



TAFE Diploma



Undergraduate degree



graduate

qualification

-

please

state:

________________________________________________________________
Other, please state:_________________________________________________
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3.6 Indicate on the list below which qualification you have which enables you to be
employed as an AIN.
I do not hold a qualification.



Assistant in Nursing - Aged Care



Assistant in Nursing - Acute Care



Other, please state:
________________________________________________
3.7 Please state the length of time taken to complete the qualification listed in
question 3.6
___________________________________________________________________
3.8 Are you a nursing student?
No I am not a nursing student

 ( go to question 3.8)

I am an Enrolled Nursing student

 (go to question 3.7.1)

I am a Registered Nursing student

 (go to question 3.7.2)

3.8.1 Indicate the year of study that you are enrolled as an Enrolled Nursing student.
1st year



2nd year



3.8.2 Indicate the year of study that you are enrolled as a Registered Nursing student.
1st year



2nd year



3rd year



4th year



3.9 Do you have a job description for your role as an Assistant in Nursing?
Yes



No
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Appendix 6 Kappa and Weighted Kappa: RN
test-retest
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Test- Retest reliability of RNs attitude to delegation

Question

Kappa

Confidence Interval

(Kw)a
1. I would delegate more, but the jobs I delegate never seem to get done the way I want

0.93

95% [0.81, 1.06]

2. I don’t feel I have time to delegate properly.

0.85

95% [0.65, 1.05]

3. I carefully check on an AIN's work without letting them know I'm doing it, so I can

0.68

95% [0.35, 1.01]

0.80

95% [0.58, 1.03]

5. When I give clear instructions and the job isn’t done right, I get upset.

0.83

95% [0.59, 1.06]

6. I feel Assistants in Nursing lack the commitment that I have. So any job I delegate

0.76

95% [0.52, 1.00]

0.71

95% [0.45, 0.98]

0.70

95% [0.46, 0.95]

9. If I were to delegate the task, my job wouldn't be nearly as rewarding.

0.80

95% [0.54, 1.06]

10. When I delegate a job, I often find that the outcome is such that I end up doing the

0.94

95% [0.82, 1.06]

them to be done.

correct their mistakes if necessary before they cause too many problems.
4. I delegate the whole job- giving the opportunity for the AIN to complete it without
any of my involvement. Then I review the end result.

won’t get done as well as I’d do it.
7. I'd delegate more, but I feel I can do the task better than the AIN I might delegate it
to.
8. I’d delegate more but if the individual I delegate the task to does an incompetent job,
I’ll be severely criticised.

job over again myself.
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11. I have not really found that delegation saves any time.

0.88

95% [0.79, 1.03]

12. I delegate a task clearly and concisely, explaining exactly how it should be

0.90

95% [0.72, 1.08]

0.93

95% [0.80, 1.06]

14. I feel when I delegate, I lose control.

0.86

95% [0.69, 1.03]

15. I would delegate more but I’m pretty much a perfectionist.

0.92

95% [0.77, 1.07]

16. I can give the Assistant in Nursing the routine tasks, but I feel I must keep the non-

0.93

95% [0.80, 1.06]

17. My own boss expects me to keep very close to all details of the work.

0.78

95% [0.55, 1.01]

18. I work longer hours than I should.

0.74

95% [0.48, 1.00]

completed.
13. I can’t delegate as much as I like because the Assistant in Nursing lack the necessary
experience.

routine tasks myself.

a. The estimation of the weighted kappa uses linear weights.
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Test- retest reliability of RNs completion of a risk assessment when delegating to the AIN

Question

Kappa
(Kw)a

Confidence
Interval

Complete a comprehensive health assessment of the client needs before delegating.

0.98

95% [0.945, 1.02]

Determine

0.96

95% [0.872, 1.04]

Assess the education, knowledge, skill and experience of the Assistant in Nursing.

0.95

95% [0.854-1.05]

Determine the person is competent to perform the activity safely.

0.93

95% [0.833-1.03]

Determine the AIN is confident to perform the activity.

0.91

95% [0.782-1.05]

Determine that the AIN understands their level of accountability in performing the
activity.

0.95

95% [0.854-1.05]

Provide appropriate supervision, support and if needed education to the AIN.

0.95

95% [0.846-1.05]

Complete a comprehensive health assessment of the client needs before delegating.

0.98

95% [0.945, 1.02]

if

there

is

organisational

support

in

the

form

of

local

policies/guidelines/protocols for the performance of this activity by an AIN.

a. The estimation of the weighted kappa uses linear weights.
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Test-retest reliability of activities RNs delegated to the AIN working in the acute care environment
Kappa (Kw)a

Confidence Interval

Electrocardiogram (ECG) *

0.81

95% [0.60, 1.02]

Shower or bathe a patient

1.00

95% [1.00, 1.00]

Blood glucose monitoring

1.00

95% [1.00, 1.00]

Recording urine output on a Fluid Balance Chart

0.72

95% [0.36, 1.08]

Starting Intravenous (IV) Lines *

1.00

95% [1.00, 1.00]

Mobilise patient from bed to chair

1.00

95% [1.00, 1.00]

Perform and record patients' observations

0.94

95% [0.81, 1.06]

Cutting or trimming of nails *

0.94

95% [0.83, 1.05]

Assist patient to toilet

0.90

95% [0.72, 1.08]

Escort a patient from Operating Theatre to the ward

0.89

95% [0.66, 1.10]

Answer call bells

1.00

95% [1.00, 1.00]

Medication preparation *

0.95

95% [0.84, 1.05]

Medication administration *

1.00

95% [1.00, 1.00]

Complete pre-operative shaves*

0.95

95% [0.86, 1.04]

Bed making

0.84

95% [0.63, 1.05]

Question

(FBC)

*

a. The estimation of the weighted kappa uses linear weights.
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Appendix 7 Kappa and Weighted Kappa: AIN
test-retest
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Test-retest reliability of the AINs’ experience with RNs asking them to care for patients during a shift

Question

Kappa

Confidence Interval

(Kw)a
1. When I come into work, I know what I

0.72

95% [0.50, 0.95]

0.60

95% [0.42, 0.78]

0.88

95% [0.71, 1.04]

0.81

95% [0.64, 0.99]

0.92

95% [0.72, 1.03]

0.85

95% [0.72, 0.99]

0.51

95% [-0.01, 0.73]

0.92

95% [0.82, 1.03]

need to do for the rest of the shift.
2. I say no when someone asks me to do
something
3. I am asked to do activities that I don’t have
enough time to complete
4. I am given enough support to complete my
job
5. Nurses supervise me when I am
completing my job
6. I complete a nursing task without the RN
telling me to do so
7. I know what care activities I am allowed to
do in my job
8. I only complete a task when an RN tells me
to do so
a. The estimation of the weighted kappa uses linear weights.
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Tet-retest reliability of activities AIN complete whilst working in the acute care environment
Question

Kappa

Confidence Interval

(κw)a
1. Electrocardiogram (ECG) *

0.47

95% [-0.13, 1.07]

2. Shower or bathe a patient

0.53

95% [0.19, 0.87]

3. Blood glucose monitoring

0.65

95% [0.41, 0.88]

4. Recording urine output on a Fluid Balance Chart

0.82

95% [0.64, 0.99]

5. Starting Intravenous (IV) Lines *

1.00

95% [1.00, 1.00]

6. Mobilise patient from bed to chair

0.93

95% [0.79, 1.07]

7. Perform and record patients' observations

0.88

95% [0.77, 0.99]

8. Cutting or trimming of nails *

0.92

95% [0.81, 1.03]

9. Assist patient to toilet

0.96

95% [0.88, 1.04]

10. Escort a patient from Operating Theatre to the

1.00

95% [1.00, 1.00]

11. Answer call bells

0.93

95% [0.83, 1.00]

12. Medication preparation *

1.00

95% [1.00, 1.00]

13. Medication administration *

1.00

95% [1.00, 1.00]

14. Complete pre-operative shaves*

1.00

95% [0.82, 1.03]

15. Bed making

1.00

95% [1.00, 1.00]

(FBC)

ward *

a. The estimation of the weighted kappa uses linear weights.
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Appendix 8 RN Interview: Information sheet
and consent form Semi-structured interview
schedule
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Registered Nurse (RN) Participant Information Sheet/Consent Form
Health/Social Science Research - Adult providing own consent
Name of Project:

Delegation practices between the Registered Nurse and
the Assistant in Nursing in the acute care setting in
Western Australia.

Principal Investigator:

Carol Crevacore

Associate Investigators:

Professor Christine Duffield
Associate Professor Elisabeth Jacob

Location:

Sir Charles Gairdner Hospital

You are invited to take part in a research study exploring your experience of delegating to
the Assistant in Nursing within the Tertiary health care environment. This study is being
undertaken through the School of Nursing and Midwifery at Edith Cowan University. The
following will explain to you all procedures involved in the project before you decide whether
or not to participate. Please read the information carefully and feel free to ask questions
about the information.

What is the purpose of this research?
This research will investigate the delegation practices that exist between the RN and
the AIN in the acute care environment.
The results of this research will be used by the researcher Carol Crevacore in her
doctoral degree. This research has been initiated by the researcher, Carol Crevacore.
Why were you chosen for this research?
You have been invited to participate in this research as you
1. Are a Registered Nurse (RN) employed at Sir Charles Gairdner Hospital and
work on a
ward that includes Assistants in Nursing (AIN) in their model of care.
2. Expressed an interest in participating in an interview in Phase I of this
research.
What are the benefits and risks to you?
We cannot guarantee or promise that you will receive any benefits from this research.
However, possible benefits may include a greater understanding of the current
delegation practice between yourself and the RNs with whom you work. In the future,
RNs and AINs may benefit from this research through the implementation of education
sessions relating to delegation.

It is not anticipated that there are any risks to

participants in this study.
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What does the research involve?
The study involves participating in a 30 minute interview. The only cost to you from
this research project is the time taken to complete the interview. No payment or
reward, financial or otherwise is offered for participation in this research. Consent
forms will be signed prior to commencement of the interview.
Do I have to take part?
Your participation in this study is voluntary. You are under no obligation to participate
in this study and your decision on whether or not to participate will not impact your
professional relationships with any member of the study team or Sir Charles Gairdner
Hospital. If you decide to take part and later change your mind, you are free to
withdraw from the project at any stage until publication of results.
If you do decide to take part, you will be given this Participant Information and Consent
Form to sign and you will be given a copy to keep.

What will happen to information about me?
By signing the consent form you consent to the research team collecting and using
personal information about you for the research project. Any information obtained in
connection with this research project that can identify you will remain confidential. All
interview data will be de-identified and a unique identifier will be allocated to the
participant. All information will be stored securely in a locked filing cabinet in a secured
office at the university for a period of five years from publication of study findings. At
the conclusion of this mandatory storage period, the materials will be destroyed. Your
information will only be used for the purpose of this research project and it will only be
disclosed with your permission, or as required by law.
A report on the outcome of the study will be submitted for publication, but individual
participants will not be identifiable in such a report.
Who has reviewed the research project?
All research in Australia involving humans is reviewed by an independent group of
people called a Human Research Ethics Committee (HREC).
The ethical aspects of this research project have been approved by the HREC of Sir
Charles Gairdner Hospital and Edith Cowan University.

255

This project will be carried out according to the National Statement on Ethical Conduct
in Human Research (2007). This statement has been developed to protect the
interests of people who agree to participate in human research studies.

Do you have any further queries?
The person you may need to contact will depend on the nature of your query. If you
want any further information concerning this project or if you have any problems which
may be related to your involvement in the project, you can contact the researcher Carol
Crevacore on 63043496 or c.crevacore@ecu.edu.au or any of the following people:
Professor Christine Duffield, Professor of Nursing and Health Services Management
Edith Cowan University, Ph: 0418 221 161, Email: c.duffield@ecu.edu.au
or
Associate Professor Elisabeth Jacob, Edith Cowan University, Ph: 6304 3487, Email:
e.jacob@ecu.edu.au.

Reviewing HREC approving this research and HREC Executive Officer details
Reviewing HREC name

Sir Charles Gairdner Osborne Park Health Care Group

Telephone

6457 2999

Email

hrec.scgh@health.wa.gov.au

256

Consent Form Registered Nurse (RN Participant Copy)
I

______________________________________________________________

agree to participate in the research project Delegation practices between the
Registered Nurse and the Assistant in Nursing in the acute care setting in Western
Australia being conducted by Carol Crevacore.

I understand that the purpose of this study is to explore my experience of delegating
to the Assistant in Nursing within the Tertiary health care environment.

I understand that my participation in this research will involve participating in an
interview with the researcher. The interview is an opportunity to express my views on
delegation practices within the workplace between the RN and the AIN, workload in
the presence of AINs, delegation of tasks, the effectiveness/ineffectiveness of task
completion; as well as positive and negative outcomes related to working on wards
with AINs.

I understand that no personal identification will appear on any of the forms or electronic
records but that the forms/electronic records will be coded with a unique identifier. My
specific answers will remain confidential and I will not be identified in any report or
presentation about the study.

I am aware that I can contact the SCGH HREC on 08 9346 2684, the researchers
named above on c.crevacore@ecu.edu.au if I have any concerns about the research.
I also understand that I am free to withdraw my participation from this research project
at any time I wish and without giving a reason. Withdrawal from the study will not
prejudice my employment or relationship my relationship with Edith Cowan University
in any way.
I

agree

that

_________________________________________________

(researcher) has answered all my questions fully and clearly.
Subject Signature

Witness Signature

Subject Name (PRINT)

Witness Name (PRINT)

Date

Date
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Consent Form Registered Nurse (RN SCGH/ECU COPY)
I

______________________________________________________________

agree to participate in the research project Delegation practices between the
Registered Nurse and the Assistant in Nursing in the acute care setting in Western
Australia being conducted by Carol Crevacore.

I understand that the purpose of this study is to explore my experience of delegating
to the Assistant in Nursing within the Tertiary health care environment.

I understand that my participation in this research will involve participating in an
interview with the researcher. The interview is an opportunity to express my views on
delegation practices within the workplace between the RN and the AIN, workload in
the presence of AINs, delegation of tasks, the effectiveness/ineffectiveness of task
completion; as well as positive and negative outcomes related to working on wards
with AINs.

I understand that no personal identification will appear on any of the forms or electronic
records but that the forms/electronic records will be coded with a unique identifier. My
specific answers will remain confidential and I will not be identified in any report or
presentation about the study.

I am aware that I can contact the SCGH HREC on 08 9346 2684, the researchers
named above on c.crevacore@ecu.edu.au if I have any concerns about the research.
I also understand that I am free to withdraw my participation from this research project
at any time I wish and without giving a reason. Withdrawal from the study will not
prejudice my employment or relationship my relationship with Edith Cowan University
in any way.
I

agree

that

_________________________________________________

(researcher) has answered all my questions fully and clearly.
Subject Signature

Witness Signature

Subject Name (PRINT)

Witness Name (PRINT)

Date

Date
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Semi-structured Interview Schedule: Registered Nurse
Interview prompts
Commence taping – name, date, time
Demographic Details:
1.

Gender:

Male

Female

2.

What is your age in years?

Transgender

Other

_____________________________________________________
How many years have you been working as a Registered Nurse?
a)
0-6 months
b)
7-12 months
c)
1 – 2 years
d)
3 – 5 years
e) More than 5 years
What is the highest level of education you have completed?
Hospital Certificate

Undergraduate Diploma

Undergraduate

Degree
Postgraduate Qualification

Please State:

Other, please specify:
What ward do you work on?
How long have you been working on this ward?
What is your experience working with Assistants in Nursing (AIN)?
What does delegation mean to you as a Registered Nurse?
[At this point I would clarify/define delegation for the participant.]
Does the AIN have a job description that you are aware of?
What are your experiences with delegating activities to the AIN?
What do you consider before you decide to delegate to an Assistant in
Nursing (AIN)?
Are there any factors related to the AIN that may encourage you to
delegate to them?
Are there any factors related to the AIN that may act as a barrier to
delegation?
How do you know if the AIN is competent to perform the task or not?
Is there any difference between the AINs?
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Appendix 9 AIN Interview: Information sheet
and consent form Semi-structured interview
schedule
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Assistant in Nursing (AIN) Participant Information Sheet/Consent Form
Health/Social Science Research - Adult providing own consent
Name of Project:

Delegation practices between the Registered Nurse and
the Assistant in Nursing in the acute care setting in
Western Australia.

Principal Investigator:

Carol Crevacore

Associate Investigators:

Professor Christine Duffield
Associate Professor Elisabeth Jacob

Location:

Sir Charles Gairdner Hospital

You are invited to take part in a research study exploring your experience being delegated
activities by the Registered Nurse (RN) within the tertiary health care environment. This
study is being undertaken through the School of Nursing and Midwifery at Edith Cowan
University. The following will explain to you all procedures involved in the project before you
decide whether or not to participate. Please read the information carefully and feel free to
ask questions about the information.

What is the purpose of this research?
This research will investigate the delegation practices that exist between the RN and the AIN
in the acute care environment.
The results of this research will be used by the researcher Carol Crevacore in her doctoral
degree. This research has been initiated by the researcher, Carol Crevacore.

Why were you chosen for this research?
You have been invited to participate in this interview as you are
1. Assistant in Nursing (AIN) employed at Sir Charles Gairdner Hospital and work on a
ward that includes Assistants in Nursing (AIN) in their model of care.
2. Expressed an interest in participating in an interview in Phase I of this research.

What are the benefits and risks to you?
We cannot guarantee or promise that you will receive any benefits from this research.
However, possible benefits may include a greater understanding of the current
delegation practice between yourself and the RNs with whom you work. In the future,
RNs and AINs may benefit from this research through the implementation of education
sessions relating to delegation.

No risks are anticipated for you as a result of

participating in this research.
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What does the research involve?
The study involves participating in a 30 minute interview. The only cost to you from
this research project is the time taken to complete the interview. No payment or
reward, financial or otherwise is offered for participation in this research. Consent
forms will be signed prior to commencement of the interview.
Do I have to take part?
Your participation in this study is voluntary. You are under no obligation to participate
in this study and your decision on whether or not to participate will not impact your
professional relationships with any member of the study team or Sir Charles Gairdner
Hospital. If you decide to take part and later change your mind, you are free to
withdraw from the project at any stage until publication of results.
If you do decide to take part, you will be given this Participant Information and Consent
Form to sign and you will be given a copy to keep.

What will happen to information about me?
By signing the consent form you consent to the research team collecting and using
personal information about you for the research project. Any information obtained in
connection with this research project that can identify you will remain confidential. All
interview data will be de-identified and a unique identifier will be allocated to the
participant. All information will be will be stored securely in a locked filing cabinet in a
secured office at the university for a period of five years from publication of study
findings. At the conclusion of this mandatory storage period, the materials will be
destroyed. Your information will only be used for the purpose of this research project
and it will only be disclosed with your permission, or as required by law.
A report on the outcome of the study will be submitted for publication, but individual
participants will not be identifiable in such a report.

Who has reviewed the research project?
All research in Australia involving humans is reviewed by an independent group of
people called a Human Research Ethics Committee (HREC).
The ethical aspects of this research project have been approved by the HREC of Sir
Charles Gairdner Hospital and Edith Cowan University.
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This project will be carried out according to the National Statement on Ethical Conduct
in Human Research (2007). This statement has been developed to protect the
interests of people who agree to participate in human research studies.
Do you have any further queries?
The person you may need to contact will depend on the nature of your query. If you
want any further information concerning this project or if you have any problems which
may be related to your involvement in the project, you can contact the researcher Carol
Crevacore on 63043496 or c.crevacore@ecu.edu.au or any of the following people:
Professor Christine Duffield, Professor of Nursing and Health Services Management
UTS and Edith Cowan University, Ph: 0418 221 161, Email: c.duffield@ecu.edu.au
or
Associate Professor Elisabeth Jacob, Edith Cowan University, Ph: 6304 3487, Email:
e.jacob@ecu.edu.au.

Reviewing HREC approving this research and HREC Executive Officer details
Reviewing HREC name

Sir Charles Gairdner Osborne Park Health Care Group

Telephone

6457 2999

Email

hrec.scgh@health.wa.gov.au
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Consent Form Assistant in Nursing (AIN Participant Copy)
I

______________________________________________________________

agree to participate in the research project Delegation practices between the
Registered Nurse and the Assistant in Nursing in the acute care setting in Western
Australia being conducted by Carol Crevacore.

I understand that the purpose of this study is to explore my experience of being
delegated activities by the Registered Nurse (RN) within the tertiary health care
environment.

I understand that my participation in this research will involve participating in an
interview with the researcher. The interview is an opportunity to express my views on
delegation practices within the workplace between the RN and the AIN, workload of
the AIN, delegation of tasks, the effectiveness/ineffectiveness of task completion; as
well as positive and negative aspects of working with RN in the tertiary acute care
environment.

I understand that no personal identification will appear on any of the forms or electronic
records but that the forms/electronic records will be coded with a unique identifier. My
specific answers will remain confidential and I will not be identified in any report or
presentation about the study.

I am aware that I can contact the SCGH HREC on 08 9346 2684, the researcher Carol
Crevacore via email at, c.crevacore@ecu.edu.au if I have any concerns about the
research. I also understand that I am free to withdraw my participation from this
research project at any time I wish and without giving a reason. Withdrawal from the
study will not prejudice my employment or relationship my relationship with Edith
Cowan University in any way.
I agree that ____________________________________________ (researcher) has
answered all my questions fully and clearly.
Subject Signature

Witness Signature

Subject Name (PRINT)

Witness Name (PRINT)

Date

Date
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Consent Form Assistant in Nursing (AIN ECU/SCGH Copy)
I

______________________________________________________________

agree to participate in the research project Delegation practices between the
Registered Nurse and the Assistant in Nursing in the acute care setting in Western
Australia being conducted by Carol Crevacore.

I understand that the purpose of this study is to explore my experience of being
delegated activities by the Registered Nurse (RN) within the tertiary health care
environment.

I understand that my participation in this research will involve participating in an
interview with the researcher. The interview is an opportunity to express my views on
delegation practices within the workplace between the RN and the AIN, workload of
the AIN, delegation of tasks, the effectiveness/ineffectiveness of task completion; as
well as positive and negative aspects of working with RN in the tertiary acute care
environment.

I understand that no personal identification will appear on any of the forms or electronic
records but that the forms/electronic records will be coded with a unique identifier. My
specific answers will remain confidential and I will not be identified in any report or
presentation about the study.

I am aware that I can contact the SCGH HREC on 08 9346 2684, the researcher Carol
Crevacore via email at, c.crevacore@ecu.edu.au if I have any concerns about the
research. I also understand that I am free to withdraw my participation from this
research project at any time I wish and without giving a reason. Withdrawal from the
study will not prejudice my employment or relationship my relationship with Edith
Cowan University in any way.
I agree that _____________________________________________(researcher)
has answered all my questions fully and clearly.
Subject Signature

Witness Signature

Subject Name (PRINT)

Witness Name (PRINT)

Date

Date
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Sample Interview Schedule: Assistant in Nursing
Interview prompts
Commence taping – name, date, time
Demographic Details:
1.

Gender:

Male

Female

Transgender

Other
2.

What is your age in years?

________________________________________________________

How many years have you been working as an Assistant in
Nursing?

a)
b)
c)
d)
e)

0-6 months
7-12 months
1 – 2 years
3 – 5 years
More than 5 years

What is the highest level of education you have completed?
Year 10

Year 12

TAFE Certificate

Undergraduate Diploma
Postgraduate Qualification

TAFE Diploma

Undergraduate Degree
Please State:

Other, please specify:
Are you a Nursing student?
I am:
Not a nursing student
Enrolled Nursing Student
Registered Nursing Student

1st year

2nd year

1st year

2nd year

3rd year

4th year
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The following are potential questions that could be asked at an interview
with the AIN. These will be refined following analysis of the quantitative
data.

What ward do you work on?
How long have you been working on this ward?
How long have you been working as an AIN?
What are your experiences of working as an AIN?
Do you have a list of jobs that you are allowed to complete when you are
working as an AIN?
Do you understand the term ‘delegation’? If so, please explain it for me.

At this point I would clarify/define delegation for the participant.

Who tells you what work needs to be undertaken when you are at work?
What do you think about before you say ‘yes’ or ‘no’ to a job that a nurse
may ask you to do?
What personal factors are there about a nurse that influence your
decision to complete the job that they have asked you to do?
Please explain your experiences of being asked to complete an activity
by a RN.
Does more than one RN ask you to complete an activity at any one time?
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Appendix 10a Comparison of RN demographic
characteristics with RNs attitude to delegation:
non-significant results.
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Comparison of RN demographic characteristics with RNs attitude to delegation: non-significant results

Score

Negative
attitude
n (%)

Somewhat
Negative
attitude
n (%)

Somewhat
Positive
attitude
n (%)

Positive
attitude
n (%)

0 (0)
0 (0)

6 (6)
40 (40)

5 (5)
(45)45

0 (0)
4 (4)

Gender
Male
Female
Age*
<25
25-30
>30-35
>35

0 (0)
0 (0)
0 (0)
0 (0)

14 (14)
8 (8)
6 (6)
14 (14)

8 (8)
19 (19)
6 (6)
13 (13)

Highest level of education*
Hospital certificate /Diploma
Undergraduate qualification
Postgraduate qualification

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

8 (8)
8 (8)
5 (5)
6 (6)
21 (21)

3 (3)
6 (6)
6 (6)
10 (10)
25 (25)

10 (10)
3 (3)
4 (4)
13 (13)
16 (16)

4 (4)
4 (4)
4 (4)
15 (15)
23 (23)

1 (1)
0 (0)
0 (0)
2 (2)
1 (1)

0 (0)
0 (0)
0 (0)

2 (2)
36 (36)
7 (7)

6 (6)
35 (35)
9 (9)

0 (0)
4 (4)
0 (0)

a

Mann Whitney U test;

b
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Kruskall Wallis (KW) Test

0.712

0.48

χ2b
4.02

Sig
0.26

2.21

0.70

2.61

0.62

1.02

0.60

1 (1)
0 (0)
0 (0)
1 (1)
2 (2)

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

* The frequencies that do not add up to the total N have missing data;

Sig

2 (2)
1 (1)
0 (0)
1 (1)

Years working as an
RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years

Z (u)a

Appendix 10b Comparison of RN demographic
characteristics with completion of a
comprehensive health assessment of the client
before delegating: non-significant results
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Comparison of RN demographic characteristics with completion of a comprehensive health assessment
of the client before delegating: non-significant results.
Most
Some
Nursing
Always
Never
of the
of the
Z (u)a
Sig
Activity
%
%
time % time %
Gender
448
0.62
Male
5 (5)
5 (5)
4 (4)
0 (0)
Female
41(41 26 (26) 17 (17)
5 (5)
χ2 b
Sig
Age*
5.48
0.14
<25
13 (13)
8 (8)
3 (3)
0 (0)
25-30
12 (12)
5 (5)
7 (7)
4 (4)
>30-35
2 (2)
6 (6)
4 (4)
0 (0)
>35
13 (13) 10 (10)
4 (4)
1 (1)
Years working as an RN
1.98
0.74
0-6 months
6 (6)
1 (1)
3 (3)
0 (0)
>7-12 months
5 (5)
4 (4)
5 (5)
0 (0)
>1-2 years
4 (4)
4 (4)
2 (2)
1 (1)
>3-5 years
9 (9)
5 (5)
3 (3)
0 (0)
> 5 years
22 (22) 17 (17)
5 (5)
4 (4)
Years working with AINs
2.71
0.61
0-6 months
7 (7)
2 (2)
6 (6)
0 (0)
>6-12 months
4 (4)
1 (1)
2 (2)
0 (0)
>1-2 years
3 (3)
3 (3)
1 (1)
1 (1)
>3-5 years
17 (17)
8 (8)
5 (5)
0 (0)
>5 years
15 (15) 17 (17)
4 (4)
4 (4)
Highest level of education*
1.78
0.41
Hospital certificate
3 (3)
4 (4)
0 (0)
1 (1)
Undergraduate
34 (34) 21 (21) 16 (16)
4 (4)
Postgraduate qualification
9 (9)
6 (6)
1 (1)
0 (0)
* The frequencies that do not add up to the total N have missing data;

a

Mann Whitney U test;

271

b

Kruskall Wallis Test

Comparison of RN demographic characteristics with determining if there is organisational support in
the form of local policies/guidelines/protocols for the performance of this activity by an AIN.
Most of Some
Never
Nursing Activity
Always
the
of the
Z (u)a
%
time % time %
Gender
325.5
Male
6 (6)
3 (3)
0 (0)
1 (1)
10
Female
20 (20)
25 (25) 34 (34)
(10)
χ2b
Age*
14.33
<25
3 (3)
6 (6) 10 (10)
5 (5)
25-30
7 (7)
6 (6) 12 (12)
3 (3)
>30-35
3 (3)
0 (0)
6 (6)
3 (3)
>35
11 (11)
12 (12)
5 (5)
0 (0)
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years

6 (6)
5 (5)
4 (4)
9 (9)
22 (22)

1 (1)
4 (4)
4 (4)
5 (5)
17 (17)

3 (3)
5 (5)
2 (2)
3 (3)
5 (5)

3 (3)
2 (2)
1 (1)
4 (4)
16 (16)

2 (2)
5 (5)
2 (2)
5 (5)
14 (14)

4 (4)
4 (4)
6 (6)
6 (6)
14 (14)

Highest level of education*
Hospital certificate
/Diploma
2 (2)
3 (3)
2 (2)
Undergraduate
qualification
18 (18)
19 (19) 29 (29)
Postgraduate
6 (6)
6 (6)
2 (2)
a
b
qualification
* The frequencies that do not add up to the total N have missing data; Mann Whitney U test;
Kruskall Wallis Test
** significant difference at KW level
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0.06

Sig
0.002**

5.54

0.24

5.16

0.27

2.29

0.32

0 (0)
0 (0)
1 (1)
0 (0)
4 (4)

Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years

Sig

1 (1)
3 (3)
2 (2)
2 (2)
4 (4)

1 (1)
9 (9)
2 (2)

Comparison of RN demographic characteristics with Assess the education, knowledge, skill and
experience of the Assistant in Nursing.
Nursing
Activity

Most of the
time %

Always

Some of Never
Z (u)a
the time % %

Gender
Male
Female

4 (4)
42 (42)

6 (6)
31 (31)

1 (1)
16 (16)

Sig

469

0.24

χ2 b

Sig

1.89

0.60

4.50

0.34

2.12

0.71

1.02

0.60

0 (0)
0 (0)

Age*
<25
10 (10)
25-30
16 (16)
>30-35
4 (4)
>35
12 (12)
Years working as an RN
0-6 months
7 (7)
>7-12 months
5 (5)
>1-2 years
3 (3)
>3-5 years
6 (6)
> 5 years
25 (25)
Years working with AINs
0-6 months
8 (8)
>6-12 months
1 (1)
>1-2 years
4 (4)
>3-5 years
15 (15)
>5 years
18 (18)
Highest level of education*
Hospital
certificate
3 (3)
/Diploma
Undergraduate qualification 34 (34)
Postgraduate qualification
9 (9)
Postgraduate
qualification
* The frequencies that do not add up to the total N have missing data;

10 (10)
8 (8)
6 (6)
10 (10)

4 (4)
4 (4)
2 (2)
6 (6)

2 (2)
5 (5)
7 (7)
8 (8)
15 (15)

1 (1)
4 (4)
1 (1)
3 (3)
8 (8)

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

2 (2)
5 (5)
4 (4)
10 (10)
16 (16)

5 (5)
1 (1)
0 (0)
5 (5)
6 (6)

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

3 (3)
29 (29)
)@9)
5 (5)

2 (2)
12 (12)
2 (2)

0 (0)
0 (0)
0 (0)

a

Mann Whitney U test;
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b

Kruskall Wallis Test

Comparison of RN demographic characteristics with determining the person is competent to perform
the activity safely.
Most
Some
Nursing
Never
of the
Always of the
Z (u)a
Sig
Activity
%
time % time %
Gender
429
0.42
Male
9 (9)
0 (0)
2 (2)
0 (0)
Female
(58)58 21 (21) 10 (10)
0 (0)
χ2b
Sig
Age*
<25
16 (16)
5 (5)
3 (3)
0 (0)
2.36
0.50
25-30
21 (21)
5 (5)
2 (2)
0 (0)
>30-35
9 (9)
3 (3)
0 (0)
0 (0)
>35
17 (17)
5 (5)
6 (6)
0 (0)
Years working as an RN
1.96
0.74
0-6 months
8 (8)
1 (1)
1 (1)
0 (0)
>7-12 months
9 (9)
4 (4)
1 (1)
0 (0)
>1-2 years
7 (7)
4 (4)
0 (0)
0 (0)
>3-5 years
10 (10)
2 (2)
5 (5)
0 (0)
> 5 years
33 (33) 10 (10)
5 (5)
0 (0)
Years working with AINs
4.49
0.34
0-6 months
9 (9)
4 (4)
2 (2)
0 (0)
>6-12 months
7 (7)
0 (0)
0 (0)
0 (0)
>1-2 years
4 (4)
4 (4)
0 (0)
0 (0)
>3-5 years
22 (22)
3 (3)
5 (5)
0 (0)
>5 years
25 (25) 10 (10)
5 (5)
0 (0)
Highest level of education*
Hospital certificate /Diploma
Undergraduate qualification
Postgraduate qualification

4 (4)
2 (2)
51 (51) 17 (17)
12 (12)
2 (2)

* The frequencies that do not add up to the total N have missing data;

a

2 (2)
7 (7)
2 (2)

Mann Whitney U test;
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b

0 (0)
0 (0)
0 (0)
Kruskall Wallis Test

1.71

0.42

Comparison of RN demographic characteristics with determining the AIN is confident to perform the
activity.
Most
Some
Nursing
Never
Always of the
Z (u)a Sig
of the
Activity
%
time % time %
0.59
Gender
447
Male
8 (8)
1 (1)
2 (2)
0 (0)
Female
52 (52) 31 (31)
6 (6)
0 (0)
Sig
χ2b
0.50
Age*
2.36
<25
14 (14)
9 (9)
1 (1)
0 (0)
25-30
20 (20)
7 (7)
1 (1)
0 (0)
>30-35
7 (7)
5 (5)
0 (0)
0 (0)
>35
14 (14)
9 (9)
5 (5)
0 (0)
Years working as an RN
1.96
0.74
0.74
0-6 months
8 (8)
2 (2)
0 (0)
0 (0)
>7-12 months
7 (7)
6 (6)
1 (1)
0 (0)
>1-2 years
7 (7)
4 (4)
0 (0)
0 (0)
>3-5 years
8 (8)
6 (6)
3 (3)
0 (0)
> 5 years
30 (30) 14 (14)
4 (4)
0 (0)
Years working with AINs
4.94
0.34
0-6 months
9 (9)
5 (5)
1 (1)
0 (0)
>6-12 months
6 (6)
1 (1)
0 (0)
0 (0)
>1-2 years
3 (3)
5 (5)
0 (0)
0 (0)
>3-5 years
19 (19)
7 (7)
4 (4)
0 (0)
>5 years
23 (23) 14 (14)
3 (3)
0 (0)
1.71
0.42
Highest level of education*
Hospital certificate /Diploma
5 (5)
1 (1)
2 (2)
0 (0)
Undergraduate qualification
43(43) 27 (27)
5 (5)
0 (0)
Postgraduate qualification
12 (12)
3 (3)
1 (1)
0 (0)
* The frequencies that do not add up to the total N have missing data;

a

Mann Whitney U test;
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b

Kruskall Wallis Test

Comparison of RN demographic characteristics with determining that the AIN understands their level of
accountability in performing the activity.
Most Some of
Nursing
Never
Always of the the time
Z (u)a
Sig
Activity
%
time %
%
Gender
418
0.39
Male
6 (6)
4 (4)
0 (0)
1 (1)
Female
36 (36)
39(39 12 (12)
2 (2)
χ2b
Sig
Age*
4.84
0.18
<25
8 (8) 11 (11)
4 (4)
1 (1)
25-30
9 (9) 15 (15)
3 (3)
1 (1)
>30-35
6 (6)
4 (4)
1 (1)
1 (1)
>35
16 (16) 10 (10)
2 (2)
0 (0)
Years working as an RN
9.34
0.05**
0-6 months
7 (7)
2 (2)
0 (0)
1 (1)
>7-12 months
2 (2)
9 (9)
3 (3)
0 (0)
>1-2 years
6 (6)
4 (4)
0 (0)
1 (1)
>3-5 years
4 (4)
9 (9)
4 (4)
0 (0)
> 5 years
23 (23) 19 (19)
5 (5)
1 (1)
Years working with AINs
0.476
0.98
0-6 months
7 (7)
5 (5)
2 (2)
1 (1)
>7-12 months
2 (2)
5 (5)
0 (0)
0 (0)
>1-2 years
3 (3)
3 (3)
1 (1)
1 (1)
>3-5 years
14 (14) 11 (11)
5 (5)
0 (0)
>5 years
16 (16) 19 (19)
4 (4)
1 (1)
Highest level of education*
0.16
0.92
Hospital certificate /Diploma
3 (3)
4 (4)
1 (1)
0 (0)
Undergraduate qualification
30 (30) 34 (34)
9 (9)
2 (2)
Postgraduate qualification
8 (8)
5 (5)
2 (2)
1 (1)
* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

a

Mann Whitney U test;
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b

Kruskall Wallis Test

Comparison of RN demographic characteristics with providing appropriate supervision, support and if
needed education to the AIN.
Most of
Some
Nursing
Never
Always the time of the
Z (u)a
Sig
Activity
%
%
time %
Gender
452
0.65
Male
5 (5)
5 (5)
0 (0)
1 (1)
Female
47 (47) 34 (34)
8 (8)
0 (0)
χ2b
Sig
Age*
6.92
0.74
<25
10 (10) 11 (11)
2 (2)
1 (1)
25-30
11 (11) 12 (12)
5 (5)
0 (0)
>30-35
8 (8)
4 (4)
0 (0)
0 (0)
>35
18 (18)
9 (9)
1 (1)
0 (0)
Years working as an RN
1.53
0.82
0-6 months
6 (6)
3 (3)
0 (0)
1 (1)
>7-12 months
5 (5)
8 (8)
1 (1)
0 (0)
>1-2 years
5 (5)
6 (6)
0 (0)
0 (0)
>3-5 years
9 (9)
5 (5)
3 (3)
0 (0)
> 5 years
27 (27) 17 (17)
4 (4)
0 (0)
Years working with AINs
3.15
0.53
0-6 months
7 (7)
6 (6)
1 (1)
1 (1)
>6-12 months
1 (1)
6 (6)
0 (0)
0 (0)
>1-2 years
4 (4)
4 (4)
0 (0)
0 (0)
>3-5 years
18 (18)
7 (7)
5 (5)
0 (0)
>5 years
22 (22) 16 (16)
2 (2)
0 (0)
Highest level of education*
0.1
0.95
Hospital certificate /Diploma
4 (4)
3 (3)
1 (1)
0 (0)
Undergraduate qualification
39(39) 30 (30)
5 (5)
1 (1)
Postgraduate qualification
8 (8)
6 (6)
2 (2)
0 (0)
* The frequencies that do not add up to the total N have missing data;

a

Mann Whitney U test;

277

b

Kruskall Wallis Test

Appendix 10c Statistical Analysis RN
Questionnaire: Question 3
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Statistical analysis question 3, activity: ECG
Nursing
Activity
Gender

Always
(n) %

Sometimes
(n) %

0 (0)
0 (0)

1 (1)
3 (3)

Male
Female

Rarely
(n) %

Never
(n) %

0 (0)
1 (1)

0 (0)
0 (0)
0 (0)
1 (1)

3 (3)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

2 (2)
0 (0)
2 (2)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

2 (2)
0 (0)
1 (1)
1 (1)
0 (0)

1 (1)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
1 (1)
0 (0)
0 (0)
0 (0)
0 (0)
1 (1)
0 (0)

8 (8)

0 (0)

4 (4)

1 (1)

70 (70)

0 (0)

0 (0)

16 (16)

* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

Mann Whitney U test;
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12.15

0.02**

5.81

0.21

1.667

0.43

13 (13)
7 (7)
7 (7)
28 (28)
40 (40)

0 (0)

b

Sig
0.042**

8 (8)
14 (14)
9 (9)
16 (16)
48 (48)

0 (0)

a

χ2b
8.23
20 (20)
28 (28)
12 (12)
27 (27)

0 (0)

0 (0)

Sig
0.50

10 (10)
85 (85)

Age*
<25
25-30
>30-35
>35
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

Z (u)a
466

Kruskall Wallis Test

Statistical analysis question 3, activity: Shower or bathe a client
Nursing
Activity
Gender

Always
(n) %
Male
Female

5 (5)
40 (40)

Sometimes
(n) %

Rarely
(n) %

Never
(n) %

5 (5)
48 (48)

1 (1)
0 (0)

0 (0)
1 (1)

Age*
<25
25-30
>30-35
>35

7 (7)
12 (12)
4 (4)
16 (16)

15 (15)
16 (16)
8 (8)
12 (12)

1 (1)
0 (0)
0 (0)
0 (0)

1 (1)
0 (0)
0 (0)
0 (0)

3 (3)
3 (3)
1 (1)
9 (9)
29 (29)

5 (5)
11 (11)
10 (10)
8 (8)
19 (19)

1 (1)
0 (0)
0 (0)
0 (0)
0 (0)

1 (1)
0 (0)
0 (0)
0 (0)
0 (0)

Years working as
an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

4 (4)
1 (1)
2 (2)
15 (15)
23 (23)

9 (9)
6 (6)
6 (6)
15 (15)
17 (17)

1 (1)
0 (0)
0 (0)
0 (0)
0 (0)

Z (u)a
466

Sig
0.87

χ2b
5.58

Sig
0.13

15.461

0.004**

10.01

0.04**

1 (1)
0 (0)
0 (0)
0 (0)
0 (0)
5.09 0.08

6 (6)

2 (2)

0 (0)

0 (0)

29 (29)

44 (44)

1 (1)

1 (1)

9 (9)

7 (7)

0 (0)

0 (0)

* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

a

Mann Whitney U test;
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b

Kruskall Wallis Test

Statistical analysis question 3, activity: Blood glucose monitoring
Nursing
Activity
Gender

Always
(n) %
Male
Female

Sometimes
(n) %

2 (2)
18 (18)

4 (4)
(50)50

Rarely
(n) %
2 (2)
15 (15)

Never
(n) %

4 (4)
5 (5)
2 (2)
6 (6)

11 (11)
17 (17)
8 (8)
14 (14)

6 (6)
6 (6)
1 (1)
3 (3)

3 (3)
0 (0)
1 (1)
5 (5)

1 (1)
1 (1)
1 (1)
4 (4)
13 (13)

5 (5)
5 (5)
8 (8)
10 (10)
26 (26)

1 (1)
5 (5)
2 (2)
3 (3)
6 (6)

3 (3)
3 (3)
0 (0)
0 (0)
3 (3)

1 (1)
0 (0)
2 (2)
4 (4)
13 (13)

6 (6)
4 (4)
4 (4)
18 (18)
22 (22)

3 (3)
3 (3)
2 (2)
5 (5)
4 (4)

2 (2)

1 (1)

1 (1)

12 (12)

46 (46)

12 (12)

5 (5)

4 (4)

5 (5)

4 (4)

3 (3)

* The frequencies that do not add up to the total N have missing data; a Mann Whitney U test; b Kruskall Wallis Test.
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χ2b
1.37

Sig
0.71

10.80

0.038**

14.82

0.005**

4.85

0.09

5 (5)
0 (0)
0 (0)
3 (3)
1 (1)

4 (4)

** significant difference at KW level

Sig
0.18

3 (3)
6 (6)

Age*
<25
25-30
>30-35
>35
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

Z (u)a
380

Statistical analysis question 3, activity: Record urine output on fluid balance chart
Nursing
Activity
Gender

Always
(n) %
Male
Female

2 (2)
25 (25)

Sometimes
(n) %
3 (3)
40 (40)

Rarely
(n) %
2 (2)
17 (17)

Never
(n) %

8 (8)
3 (3)
2 (2)
9 (9)

9 (9)
16 (16)
5 (5)
11 (11)

5 (5)
6 (6)
4 (4)
4 (4)

4 (4)
3 (3)
2 (2)
5 (5)
13 (13)

2 (2)
8 (8)
6 (6)
6 (6)
21 (21)

2 (2)
3 (3)
2 (2)
3 (3)
9 (9)

Highest level
education*

6 (6)
0 (0)
2 (2)
4 (4)
15 (15)

3 (3)
5 (5)
4 (4)
16 (16)
15 (15)

4 (4)
1 (1)
2 (2)
5 (5)
7 (7)

Sig
0.51

0.24

0.99

4.47

0.35

1.683

0.43

2 (2)
0 (0)
1 (1)
3 (3)
5 (5)

Years working with
AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years

χ2b
2.30
2 (2)
3 (3)
1 (1)
4 (4)

Years working as an
RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years

Sig
0.07

4 (4)
7 (7)

Age*
<25
25-30
>30-35
>35

Z (u)a
329

2 (2)
1 (1)
0 (0)
5 (5)
3 (3)

of
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

4 (4)

2 (2)

0 (0)

2 (2)

18 (18)

37 (37)

17 (17)

7 (7)

4 (4)

4 (4)

6 (6)

2 (2)

* The frequencies that do not add up to the total N have missing data; a Mann Whitney U test; b Kruskall Wallis Test.
** significant difference at KW level
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Statistical analysis question 3, activity: Starting Intravenous (IV) lines
Nursing
Activity
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

Rarely
(n) %

0 (0)
1 (1)

0 (0)
1 (1)

1 (1)
2 (2)

Never
(n) %

1 (1)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
1 (1)
0 (0)

2 (2)
0 (0)
1 (1)
0 (0)

21 (21)
28 (28)
10 (10)
28 (28)

1 (1)
0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)
1 (1)

1 (1)
1 (1)
0 (0)
1 (1)
0 (0)

8 (8)
13 (13)
11 (11)
16 (16)
47 (47)

1 (1)
0 (0)
1 (1)
1 (1)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)
1 (1)

1 (1)
0 (0)
1 (1)
1 (1)
0 (0)

13 (13)
7 (7)
7 (7)
29 (29)
39 (39)

Years working as
an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

0 (0)

0 (0)

0 (0)

8 (8)

1 (1)

0 (0)

3 (3)

71 (71)

0 (0)

1 (1)

0 (0)

15 (15)

* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

a

Mann Whitney U test;
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b

Sig
0.53

χ2
8.40

Sig
0.04**

6.35

0.18

4.17

0.38

4.89

7.38

10 (10)
85 (85)

Age*
<25
25-30
>30-35
>35

Z (u)a
468

Kruskall Wallis Test

Statistical analysis question 3, activity: Mobilise a patient from bed to chair
Nursing
Activity
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

4 (4)
32 (32)

6 (6)
(55)55

Rarely
(n) %
1 (1)
1 (1)

Never
(n) %

Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

11 (11)
10 (10)
1 (1)
11 (11)

12 (12)
17 (17)
11 (11)
16 (16)

1 (1)
0 (0)
0 (0)
1 (1)

0 (0)
1 (1)
0 (0)
0 (0)

3 (3)
2 (2)
2 (2)
9 (9)
20 (20)

6 (6)
12 (12)
9 (9)
8 (8)
26 (26)

1 (1)
0 (0)
0 (0)
0 (0)
1 (1)

0 (0)
0 (0)
0 (0)
0 (0)
1 (1)

4 (4)
1 (1)
2 (2)
14 (14)
15 (15)

10 (10)
6 (6)
6 (6)
15 (15)
24 (24)

1 (1)
0 (0)
0 (0)
0 (0)
1 (1)

2 (2)

0 (0)

0 (0)

21 (21)

52 (52)

1 (1)

1 (1)

1 (1)

0 (0)

* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

7 (7)
a

Mann Whitney U test;
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b

χ2b
3.87

Sig
0.28

6.36

0.17

3.38

0.50

7.82

0.02**

0 (0)
0 (0)
0 (0)
1 (1)
0 (0)

6 (6)

8 (8)

Sig
0.81

0 (0)
1 (1)

Age*
<25
25-30
>30-35
>35
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years

Z (u)a
470

Kruskall Wallis Test

Statistical analysis question 3, activity: Perform and record a patients’ observations
Nursing
Activity
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

2 (2)
9 (9)

3 (3)
32 (32)

Rarely
(n) %

Never
(n) %

3 (3)
20 (20)

3 (3)
28 (28)

Age*
<25
25-30
>30-35
>35
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

1 (1)
3 (3)

8 (8)
9 (9)

1 (1)
0 (0)
0 (0)
1 (1)
9 (9)

9 (9)
4 (4)

3 (3)
5 (5)
7 (7)
4 (4)
16 (16)

1 (1)
0 (0)
4 (4)
5 (5)
5 (5)

1 (1)
6 (6)
1 (1)
7 (7)
8 (8)

6 (6)
3 (3)
1 (1)
6 (6)
16 (16)

3 (3)
3 (3)
3 (3)
8 (8)
8 (8)

3 (3)

5 (5)

26 (26)

20 (20)

24 (24)

2 (2)

4 (4)

* The frequencies that do not add up to the total N have missing data;

Mann Whitney U test;

285

b

Sig
0.25

2.43

0.66

1.012

0.91

2.62

0.27

5 (5)
1 (1)
0 (0)
11 (11)
11 (11)

1 (1)

6 (6)

χ2b
4.10

5 (5)
3 (3)
3 (3)
5 (5)
15 (15)

2 (2)

a

Sig
0.75

6 (6)
12 (12)

2 (2)

4 (4)

Z (u)a
462

Kruskall Wallis Test

Statistical analysis question 3, activity: Cutting or trimming of nails
Nursing
Activity
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

0 (0)
4 (4)

0 (0)
7 (7)

Rarely
(n) %

Never
(n) %

2 (2)
11 (11)

9 (9)
67 (67)

Age*
<25
25-30
>30-35
>35
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

1 (1)
1 (1)
0 (0)
2 (2)

3 (3)
0 (0)
2 (2)
2 (2)

4 (4)
3 (3)
2 (2)
2 (2)

16 (16)
24 (24)
8 (8)
22 (22)

1 (1)
0 (0)
0 (0)
0 (0)
3 (3)

3 (3)
1 (1)
0 (0)
2 (2)
1 (1)

2 (2)
2 (2)
1 (1)
0 (0)
8 (8)

4 (4)
11 (11)
10 (10)
15 (15)
36 (36)

1 (1)
0 (0)
0 (0)
0 (0)
3 (3)

3 (3)
0 (0)
0 (0)
3 (3)
1 (1)

2 (2)
1 (1)
0 (0)
3 (3)
7 (7)

0 (0)

4 (4)

4 (4)

3 (3)

7 (7)

9 (9)

56 (56)

0 (0)

16 (16)

* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

0 (0)
a

Mann Whitney U test;
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b

Sig
0.53

χ2b
3.15

Sig
0.37

10.59

0.03**

5.92

0.20

10.59

0.03**

9 (9)
6 (6)
8 (8)
24 (24)
29 (29)

0 (0)

0 (0)

Z (u)a
446

Kruskall Wallis Test

Statistical analysis question 3, activity: Assist patient to toilet
Nursing
Activity
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

5 (5)
39(39

5 (5)
(47)47

Rarely
(n) %
1 (1)
1 (1)

Never
(n) %

12 (12)
11 (11)
3 (3)
13 (13)

10 (10)
16 (16)
9 (9)
14 (14)

4 (4)
3 (3)
2 (2)
10 (10)
25 (25)

5 (5)
10 (10)
9 (9)
7 (7)
21 (21)

6 (6)
1 (1)
2 (2)
16 (16)
19 (19)

8 (8)
5 (5)
6 (6)
13 (13)
20 (20)

2 (2)
0 (0)
0 (0)
0 (0)
1 (1)
1 (1)
0 (0)
0 (0)
0 (0)
1 (1)
1 (1)
0 (0)
0 (0)
0 (0)

0 (0)

27 (27)

45 (45)

2 (2)

1 (1)

0 (0)

0 (0)

* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

Mann Whitney U test;
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b

8.07

0.09

5.30

0.26

10.59

0.006**

0 (0)
0 (0)
0 (0)
1 (1)
1 (1)

0 (0)

6 (6)

Sig
0.70

0 (0)
0 (0)
0 (0)
0 (0)
2 (2)

1 (1)

a

χ2b
1.43
0 (0)
1 (1)
0 (0)
1 (1)

7 (7)

10 (10)

Sig
0.93

0 (0)
2 (2)

Age*
<25
25-30
>30-35
>35
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

Z (u)a
482

Kruskall Wallis Test

Statistical analysis question 3, activity: Escort a patient from operating theatre back to the ward
Nursing
Activity
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

0 (0)
3 (3)

0 (0)
3 (3)

Rarely
(n) %
1 (1)
4 (4)

Never
(n) %

1 (1)
1 (1)
0 (0)
1 (1)

1 (1)
0 (0)
0 (0)
2 (2)

1 (1)
0 (0)
1 (1)
0 (0)
1 (1)

1 (1)
0 (0)
0 (0)
1 (1)
1 (1)

1 (1)
0 (0)
0 (0)
1 (1)
1 (1)

1 (1)
0 (0)
0 (0)
1 (1)
1 (1)

3 (3)
0 (0)
1 (1)
1 (1)
2 (2)
1 (1)
1 (1)
0 (0)
1 (1)
3 (3)
1 (1)
0 (0)
0 (0)
1 (1)

8 (8)

3 (3)

3 (3)

5 (5)

64 (64)

0 (0)

0 (0)

16 (16)

* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

Mann Whitney U test;
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10.70

0.03**

9.15

0.58

3.9

0.14

10 (10)
6 (6)
8 (8)
28 (28)
37 (37)

0 (0)

b

Sig
0.30

6 (6)
13 (13)
9 (9)
16 (16)
45 (45)

0 (0)

a

χ2b
3.70
19 (19)
27 (27)
11 (11)
24 (24)

0 (0)

0 (0)

Sig
0.78

10 (10)
79 (79)

Age*
<25
25-30
>30-35
>35
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

Z (u)a
476

Kruskall Wallis Test

Statistical analysis question 3, activity: Answering a call bell
Nursing
Activity
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

5 (5)
43(43

5 (5)
41(41

Rarely
(n) %
1 (1)
3 (3)

Never
(n) %

9 (9)
15 (15)
5 (5)
14 (14)

12 (12)
11 (11)
7 (7)
14 (14)

3 (3)
1 (1)
0 (0)
0 (0)

6 (6)
8 (8)
10 (10)
5 (5)
17 (17)

2 (2)
2 (2)
0 (0)
0 (0)
0 (0)

0 (0)
1 (1)
0 (0)
0 (0)
1 (1)

4 (4)
0 (0)
2 (2)
19 (19)
23 (23)

10 (10)
5 (5)
5 (5)
10 (10)
16 (16)

1 (1)
2 (2)
1 (1)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
1 (1)
1 (1)

7 (7)

1 (1)

0 (0)

0 (0)

29 (29)

40 (40)

4 (4)

2 (2)

0 (0)

0 (0)

* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

5 (5)
a

Mann Whitney U test;
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b

χ2b
2.09

Sig
0.56

22.61

0.00**

16.93

0.01**

10.63

0.005**

0 (0)
1 (1)
0 (0)
0 (0)

2 (2)
3 (3)
1 (1)
12 (12)
30 (30)

11 (11)

Sig
0.80

0 (0)
2 (2)

Age*
<25
25-30
>30-35
>35
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

Z (u)a
468

Kruskall Wallis Test

Statistical analysis question 3, activity: Medication preparation
Nursing
Activity
Medication Preparation
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

1 (1)
1 (1)

0 (0)
0 (0)

Rarely
(n) %

1 (1)
1 (1)

Never
(n) %

1 (1)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)

1 (1)
0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

1 (1)
0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

2 (2)
0 (0)
0 (0)
0 (0)
1 (1)
1 (1)
0 (0)
0 (0)
0 (0)
1 (1)
1 (1)
0 (0)
0 (0)
0 (0)

8 (8)

1 (1)

0 (0)

2 (2)

71 (71)

0 (0)

0 (0)

* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

Mann Whitney U test;
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b

χ2b b
8.56

Sig
0.04*

12.90

0.01**

10.14

0.04**

0.99

0.609

8 (8)
13 (13)
11 (11)
16 (16)
48 (48)

0 (0)

0 (0)

0.22

8 (8)
13 (13)
11 (11)
16 (16)
48 (48)

0 (0)

a

452

21 (21)
28 (28)
12 (12)
27 (27)

0 (0)

0 (0)

Sig

10 (10)
86 (86)

Age*
<25
25-30
>30-35
>35
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

Z (u)a

Kruskall Wallis Test

Statistical analysis question 3, activity: Medication administration
Nursing
Activity
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

0 (0)
1 (1)

0 (0)
0 (0)

Rarely
(n) %
1 (1)
2 (2)

Never
(n) %

1 (1)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)

2 (2)
0 (0)
0 (0)
1 (1)

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

1 (1)
1 (1)
0 (0)
0 (0)
0 (0)

8 (8)
13 (13)
11 (11)
17 (17)
47 (47)

0 (0)
0 (0)
1 (1)
1 (1)
0 (0)

2 (2)
0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
1 (1)
0 (0)

13 (13)
7 (7)
7 (7)
28 (28)
40 (40)

0 (0)

0 (0)

0 (0)

8 (8)

1 (1)

0 (0)

3 (3)

71 (71)

0 (0)

0 (0)

0 (0)

16 (16)

* The frequencies that do not add up to the total N have missing data;

Mann Whitney U test;
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b

χ2b
5.68

Sig
0.13

8.73

0.07

6.68

0.15

1.32

0.52

21 (21)
28 (28)
12 (12)
27 (27)

1 (1)
0 (0)
0 (0)
0 (0)
0 (0)

a

Sig
0.37

10 (10)
86 (86)

Age*
<25
25-30
>30-35
>35
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

Z (u)a
462

Kruskall Wallis Test

Statistical analysis question 3, activity: Complete pre-op shaves
Nursing
Activity
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

0 (0)
3 (3)

0 (0)
15 (15)

Rarely
(n) %

Never
(n) %

2 (2)
21 (21)

9 (9)
50 (50)

Age*
<25
25-30
>30-35
>35
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

4 (4)
4 (4)
1 (1)
5 (5)

1 (1)
0 (0)
0 (0)
2 (2)

8 (8)
7 (7)
3 (3)
4 (4)

0 (0)
3 (3)
4 (4)
2 (2)
3 (3)

3 (3)
5 (5)
2 (2)
7 (7)
8 (8)

5 (5)
6 (6)
5 (5)
8 (8)
35 (35)

1 (1)
0 (0)
0 (0)
0 (0)
2 (2)

3 (3)
2 (2)
2 (2)
5 (5)
3 (3)

5 (5)
1 (1)
1 (1)
8 (8)
8 (8)

6 (6)
4 (4)
5 (5)
17 (17)
27 (27)

0 (0)

0 (0)

2 (2)

6 (6)

2 (2)

15 (15)

19 (19)

39(39)

2 (2)

13 (13)

* The frequencies that do not add up to the total N have missing data;

0 (0)
a

Mann Whitney U test;
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b

Sig
0.07

χ2b
1.92

Sig
0.60

7.58

0.11

3.41

0.49

0.312

0.21

11 (11)
17 (17)
8 (8)
17 (17)

1 (1)
0 (0)
0 (0)
0 (0)
2 (2)

1 (1)

Z (u)a
346

Kruskall Wallis Test

Statistical analysis question 3, activity: Bed making
Nursing
Always Sometimes
Activity
(n) %
(n) %
Gender
Male
6 (6)
4 (4)
Female
44 (44)
45(45)

Rarely
(n) %
1 (1)
0 (0)

Never
(n) %

13 (13)
13 (13)
3 (3)
15 (15)
5 (5)
6 (6)
2 (2)
10 (10)
27 (27)

13 (13)
15 (15)
9 (9)
5 (5)

1 (1)
0 (0)
0 (0)
0 (0)

4 (4)
8 (8)
9 (9)
7 (7)
21 (21)

1 (1)
0 (0)
0 (0)
0 (0)
0 (0)
1 (1)
0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

6 (6)

2 (2)

0 (0)

0 (0)

32 (32)

42 (42)

1 (1)

0 (0)

11 (11)

5 (5)

0 (0)

0 (0)

* The frequencies that do not add up to the total N have missing data;

Mann Whitney U test;
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Sig
0.40

5.87

0.21

3.12

0.54

5.892

0.06

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

7 (7)
5 (5)
5 (5)
12 (12)
20 (20)

b

χ2b
2.92
0 (0)
0 (0)
0 (0)
0 (0)

7 (7)
2 (2)
0 (0)
18 (18)
20 (20)

a

Sig
0.98

0 (0)
0 (0)

Age*
<25
25-30
>30-35
>35
Years working as an RN
0-6 months
>7-12 months
>1-2 years
>3-5 years
> 5 years
Years working with AINs
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
Hospital
certificate
/Diploma
Undergraduate
qualification
Postgraduate
qualification

Z (u)a
487

Kruskall Wallis Test

Appendix 11a Statistical Analysis AIN
Questionnaire: Question 1
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Statistical analysis question 1, sub question 1 : When I come into work, I know what I need to
do for the rest of the shift.
Always
(n) %

Sometimes
(n) %

Rarely
(n) %

Never
(n) %

Male
Female

16.5 (13)
25.3 (20)

16.5 (13)
30.3 (24)

3.8 (3)
3.8 (3)

1.3 (1)
2.5 (2)

Agency
Hospital

30.3 (24)
11.4 (9)

29.1 (23)
17.7 14)

5.1 (4)
2.5 (2)

2.5 (2)
1.3 (1)

Question
Gender

Z (u)a

Sig

0.05
(730.5)

0.96

0.76(623)

0.45

χ2b
3.24

Sig
0.36

0.88

0.92

1.87

0.60

0.76

0.69

Employer

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing
student
Registered
Nursing
student

6.3 (5)
3.8 (3)
8.9 (7)
21.5 (17)

5.1 (4)
11.4 (9)
10.1 (8)
6.3 (5)

2.5 (2)
2.5 (2)
1.3 (1)
1.3 (1)

0 (0)
0 (0)
1.3 (1)
1.3 (1)

3.8 (3)
3.8 (3)
13.9 (11)
8.9 (7)
11.4 (9)

8.9 (7)
8.9 (7)
15.2 (12)
5.1 (4)
8.9 (7)

0 (0)
1.3 (1)
3.8 (3)
1.3 (1)
1.3 (1)

0 (0)
0 (0)
0 (0)
1.3 (1)
2.5 (2)

2.5 (2)

3.8 (3)

1.3 (1)

1.3 (1)

25.3 (20)

20.2 (16)

5.1 (4)

1.3 (1)

10.1 (8)

15.2 (12)

1.3 (1)

1.3 (1)

3.8 (3)

7.5 (6)

0 (0)

0 (0)

29.1 (23)

30.3 (24)

5.1 (4)

2.5 (2)

3.8 (3)

5.1 (4)

1.3 (1)

1.3 (1)

11.4 (9)

1.3 (1)

0 (0)

8.9 (7)

* The frequencies that do not add up to the total N have missing data;

a

Mann Whitney U test;
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b

Kruskall Wallis Test

Statistical analysis question 1, sub question 2 : I say no when someone asks me to do something
Question
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

Rarely
(n) %

Never
(n) %

1.3 (1)
0 (0)

0 (0)
1.3 (1)

15.2 (12)
33 (26)

21.5 (17)
27.8 (22)

Employer
Agency
Hospital

1.3 (1)
0 (0)

1.3 (1)
0 (0)

27.8 (22)
20.2 (16)

1.3 (1)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
1.3 (1)
0 (0)

0 (0)
1.3 (1)
0 (0)
0 (0)
0 (0)

0 (0)
1.3 (1)
0 (0)
0 (0)
0 (0)

10.1 (8)
10.1 (8)
8.9 (7)
17.7 (14)
6.3 (5)
2.5 (2)
20.2 (16)
6.3 (5)
12.6 (10)
3.8 (3)

5.1 (4)

1.3 (1)

0 (0)

29.1 (23)

21.5 (17)

0 (0)

1.3 (1)

10.1 (8)

16.4 (13)

0 (0)

0 (0)

5.1 (4)

6.3 (5)

0 (0)

0 (0)

30.4 (24)

36.7 (29)

1.3 (1)

0 (0)

8.9 (7)

1.3 (1)

1.3 (1)

8.9 (7)

11.4 (9)

* The frequencies that do not add up to the total N have missing data;

Mann Whitney U test;
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b

0.25

χ2b
6.44

Sig
0.92

1.91

0.75

1.95

0.58

6.94

0.03*

6.3 (5)
8.9 (7)
12.6 (10)
10.1 (8)
11.4 (9)

0 (0)

a

1.14(593)

2.5 (2)
7.5 (6)
11.4 (9)
25.3 (20)

0 (0)

0 (0)

Sig
0.36

36.7 (29)
12.6 (10)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing
student
Registered
Nursing
student

Z (u)a
0.91(656)

Kruskall Wallis Test

Statistical analysis question 1, sub question 3: I am asked to do activities that I don’t have
enough time to complete.
Question
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

Rarely
(n) %

Never
(n) %

1.3 (1)
0 (0)

0 (0)
1.3 (1)

16.5 (13)
26.6 (21)

20.2 (16)
27.8 (22)

Employer
Agency
Hospital

1.3 (1)
0 (0)

0 (0)
1.3 (1)

29.1 (23)
13.9 (11)

0 (0)
0 (0)
1.3 (1)
0 (0)

0 (0)
0 (0)
0 (0)
1.3 (1)

0 (0)
0 (0)
1.3 (1)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)
1.3 (1)

5.1 (4)
5.1 (4)
10.1 (8)
21.5 (17)
2.5 (2)
3.8 (3)
12.6 (10)
8.9 (7)
15.2 (12)
3.8 (3)

5.1 (4)

1.3 (1)

0 (0)

24 (19)

26.6 (21)

0 (0)

0 (0)

10.1 (8)

17.7 14)

0 (0)

1.3 (1)

5.1 (4)

5.1 (4)

1.3 (1)

1.3 (1)

32.9 (26)

31.6 (25)

0 (0)

0 (0)

5.1 (4)

6.3 (5)

0 (0)

0 (0)

5.1 (4)

16.4 (13)

Mann Whitney U test;
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b

0.89

χ2b
3.36

Sig
0.34

8.59

0.07

1.72

0.63

4..62

0.10

10.1 (8)
10.1 (8)
19 (15)
7.6 (6)
7.6 (6)

0 (0)

a

0.14(677)

8.9 (7)
12.6 (10)
10.1 (8)
20.2 (16)

0 (0)

* The frequencies that do not add up to the total N have missing data;

Sig
0.84

36.7 (29)
17.7 14)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing
student
Registered
Nursing
student

Z (u)a
0.20(730.5)

Kruskall Wallis Test

Statistical analysis question 1, sub question 4: I am given enough support to complete my job
Question
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

Rarely
(n) %

Never
(n) %

22.8 (18)
20.2 (16)

13.9 (11)
31.6 (25)

0 (0)
8.9 (7)

1.3 (1)
1.3 (1)

Employer
Agency
Hospital

32.9 (26)
10.1 (8)

26.6 (21)
19 (15)

5.1 (4)
3.8 (3)

7.5 (6)
8.9 (7)
3.8 (3)
20.2 (16)

5.1 (4)
6.3 (5)
13.9 (11)
19 (15)

6.3 (5)
2.5 (2)
17.7 14)
10.1 (8)
6.3 (5)

3.8 (3)
7.5 (6)
15.2 (12)
3.8 (3)
15.2 (12)

1.3 (1)
2.5 (2)
2.5 (2)
2.5 (2)
2.5 (2)
3.8 (3)
0 (0)
2.5 (2)
0 (0)
0 (0)

0 (0)

20.2 (16)

21.5 (17)

7.5 (6)

2.5 (2)

16.4 (13)

11.4 (9)

0 (0)

0 (0)

2.5 (2)

7.6 (6)

1.3 (1)

0 (0)

29.1 (23)

29.1 (23)

6.3 (5)

2.5 (2)

6.3 (5)

5.1 (4)

0 (0)

0 (0)

11.4 (9)

2.5 (2)

0 (0)

* The frequencies that do not add up to the total N have missing data;

Mann Whitney U test;
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b

0.21

χ2b
5.11

Sig
0.16

8.64

0.07

5.54

0.14

1.29

0.52

0 (0)
0 (0)
0 (0)
0 (0)
2.5 (2)

5.1 (4)

a

1.26(579.5)

0 (0)
0 (0)
1.3 (1)
1.3 (1)

3.8 (3)

7.6 (6)

Sig
0.01*

2.5 (2)
0 (0)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing
student
Registered
Nursing
student

Z (u)a
2.55(506)

Kruskall Wallis Test

Statistical analysis question 1, sub question 5: Nurses supervise me when I am completing my
job
Always
(n) %

Sometimes
(n) %

Rarely
(n) %

Never
(n) %

Male
Female

15.2 (12)
17.7 14)

7.6 (6)
16.4 (13)

13.9 (11)
25.3 (20)

1.3 (1)
2.5 (2)

Agency
Hospital

27.8 (22)
5.1 (4)

12.6 (10)
11.4 (9)

22.8 (18)
16.4 (13)

3.8 (3)
0 (0)

Question
Gender

Employer

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing
student
Registered
Nursing
student

5.1 (4)
6.3 (5)
10.1 (8)
10.1 (8)

0 (0)
7.5 (6)
2.5 (2)
13.9 (11)

8.9 (7)
3.8 (3)
7.5 (6)
16.4 (13)

0 (0)
0 (0)
1.3 (1)
2.5 (2)

2.5 (2)
5.1 (4)
10.1 (8)
8.9 (7)
6.3 (5)

3.8 (3)
2.5 (2)
8.9 (7)
5.1 (4)
3.8 (3)

5.1 (4)
6.3 (5)
12.6 (10)
2.5 (2)
12.6 (10)

1.3 (1)
0 (0)
1.3 (1)
0 (0)
1.3 (1)

5.1 (4)

2.5 (2)

1.3 (1)

0 (0)

21.5 (17)

10.1 (8)

16.4 (13)

3.8 (3)

5.1 (4)

6.3 (5)

16.4 (13)

0 (0)

1.3 (1)

5.1 (4)

5.1 (4)

0 (0)

25.3 (20)

15.2 (12)

24 (19)

2.5 (2)

3.8 (3)

3.8 (3)

3.8 (3)

0 (0)

5.1 (4)

11.4 (9)

1.3 (1)

3.8 (3)

* The frequencies that do not add up to the total N have missing data;

a

Mann Whitney U test;
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b

Kruskall Wallis Test

Z (u)a
0.78(662)

Sig
0.43

1.45(558)

0.15

χ2b
2.6

Sig
0.46

6.09

0.19

5.61

0.13

2.79

0.25

Statistical analysis question 1, sub question 6: I complete a nursing task without the RN telling
me to do so.
Question
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

Rarely
(n) %

Never
(n) %

5.1 (4)
10.1 (8)

6.3 (5)
13.9 (11)

12.6 (10)
17.7 14)

13.9 (11)
20.2 (16)

Employer
Agency
Hospital

6.3 (5)
8.9 (7)

10.1 (8)
10.1 (8)

25.3 (20)
5.1 (4)

0 (0)
1.3 (1)
5.1 (4)
8.9 (7)

3.8 (3)
2.5 (2)
6.3 (5)
7.5 (6)

1.3 (1)
0 (0)
5.1 (4)
3.8 (3)
5.1 (4)

3.8 (3)
2.5 (2)
6.3 (5)
2.5 (2)
5.1 (4)

3.8 (3)
6.3 (5)
7.5 (6)
12.6 (10)
5.1 (4)
7.5 (6)
10.1 (8)
2.5 (2)
5.1 (4)
0 (0)

2.5 (2)

5.1 (4)

6.3 (5)

22.8 (18)

17.7 14)

5.1 (4)

6.3 (5)

7.5 (6)

8.9 (7)

2.5 (2)

3.8 (3)

0 (0)

5.1 (4)

8.9 (7)

1 (1)3.9

21.5 (17)

22.8 (18)

1.3 (1)

1.3 (1)

1.3 (1)

7.5 (6)

5.1 (4)

7.5 (6)

3.8 (3)

* The frequencies that do not add up to the total N have missing data;
.
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Mann Whitney U test;

b

0.20

χ2b
6.02

Sig
0.11

0.77

0.94

2.91

0.41

4.57

0.10

0 (0)
3.8 (3)
11.4 (9)
7.5 (6)
8.9 (7)

3.8 (3)

a

2.25(482)

6.3 (5)
7.5 (6)
2.5 (2)
13.9 (11)

2.5 (2)

5.1 (4)

Sig
0.53

25.3 (20)
8.9 (7)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing
student
Registered
Nursing
student

Z (u)a
0.63(675.5)

Kruskall Wallis Test

Statistical analysis question 1, sub question 7: I know what care activities I am allowed to do
in my job.
Question
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

Rarely
(n) %

Never
(n) %

27.8 (22)
57 (45)

10.1 (8)
2.5 (2)

0 (0)
2.5 (2)

0 (0)
0 (0)

Employer
Agency
Hospital

60.8 (48)
27.8 (22)

10.1 (8)
2.5 (2)

0 (0)
2.5 (2)

11.4 (9)
12.6 (10)
19 (15)
(30)38

1.3 (1)
3.8 (3)
2.5 (2)
5.1 (4)

7.5 (6)
11.4 (9)
26.6 (21)
15.2 (12)
24 (19)

2.5 (2)
2.5 (2)
6.3 (5)
1.3 (1)
0 (0)

1.3 (1)
1.3 (1)
0 (0)
0 (0)
2.5 (2)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

0 (0)

44.3 (35)

7.5 (6)

0 (0)

0 (0)

22.8 (18)

3.8 (3)

1.3 (1)

0 (0)

8.9 (7)

1.3 (1)

1.3 (1)

0 (0)

58.2 (46)

7.5 (6)

1.3 (1)

0 (0)

8.9 (7)

2.5 (2)

0 (0)

0 (0)

2.5 (2)

1.3 (1)

0 (0)

* The frequencies that do not add up to the total N have missing data;

Mann Whitney U test;

** significant difference at KW level
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b

0.87

χ2b
2.59

Sig
0.46

9.74

0.04**

1.89

0.60

0.56

0.75

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

0 (0)

a

0.17(679)

0 (0)
0 (0)
0 (0)
0 (0)

8.9 (7)

17.7 (14)

Sig
0.4

0 (0)
0 (0)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing
student
Registered
Nursing
student

Z (u)a
2.08(607)

Kruskall Wallis Test

Statistical analysis question 1, sub question 8: I only complete a task when an RN tells me to
do so.
Question
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

Rarely
(n) %

Never
(n) %

27.8
(22)
57 (45)

10.1 (8)
2.5 (2)

0 (0)
2.5 (2)

0 (0)
0 (0)

Employer
Agency
Hospital

10.1 (8)
5.1 (4)

10.1 (8)
2.5 (2)

22.8 (18)
12.6 (10)

1.3 (1)
6.3 (5)
2.5 (2)
2.5 (2)

2.5 (2)
1.3 (1)
1.3 (1)
7.5 (6)

7.5 (6)
3.8 (3)
8.9 (7)
15.2 (12)

0 (0)
2.5 (2)
3.8 (3)
2.5 (2)
6.3 (5)

2.5 (2)
2.5 (2)
3.8 (3)
0 (0)
3.8 (3)

7.5 (6)
6.3 (5)
13.9 (11)
2.5 (2)
5.1 (4)

1.3 (1)

2.5 (2)

3.8 (3)

12.6
(10)

5.1 (4)

13.9 (11)

20.2 (16)

1.3 (1)

3.8 (3)

15.2 (12)

7.6 (6)

0 (0)

2.5 (2)

3.8 (3)

5.1 (4)

10.1 (8)

7.6 (6)

19 (15)

30.4 (24)

3.8 (3)

3.8 (3)

3.8 (3)

0 (0)

1.3 (1)

12.6 (10)

6.3 (5)

* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

a

Mann Whitney U test;
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b

0.69

χ2b
2.50

Sig
0.48

5.60

0.23

0.72

0.87

8.44

0.02**

2.5 (2)
2.5 (2)
11.4 (9)
11.4 (9)
8.9 (7)

1.3 (1)

1.3 (1)

0.40(653)

2.5 (2)
6.3 (5)
8.9 (7)
17.7 14)

Years working
as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing
student
Registered
Nursing
student

Sig
0.23

24 (19)
12.6 (10)

Age*
<25
25-30
>30-35
>35

Z (u)a
1.20(622.5)

Kruskall Wallis Test

Appendix 11b Statistical Analysis AIN
Questionnaire: Question 2
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Statistical analysis question 3, activity: ECG
Nursing
Activity
Gender

Always
(n) %
Male
Female

Sometimes
(n) %

2.5 (2)
0 (0)

1.3 (1)
5.1 (4)

Rarely
(n) %

Never
(n) %

3.8 (3)
6.7 (6)

30.4 (24)
49.4 (39)

Employer
Agency
Hospital

2.5 (2)
0 (0)

3.8 (3)
2.5 (2)

8.9 (7)
2.5 (2)

0 (0)
0 (0)
1.3 (1)
1.3 (1)
0 (0)
1.3 (1)
0 (0)
0 (0)
1.3 (1)

0 (0)
0 (0)
0 (0)
6.3 (5)

1.3 (1)
5.1 (4)
2.5 (2)
2.5 (2)

0 (0)
0 (0)
0 (0)
1.3 (1)
5.1 (4)

1.3 (1)
0 (0)
5.1 (4)
2.5 (2)
2.5 (2)
0 (0)

8.9 (7)

2.5 (2)

3.8 (3)

8.9 (7)

36.7 (29)

0 (0)

1.3 (1)

2.5 (2)

24.1 (19)

0 (0)

1.3 (1)

0 (0)

10.1 (8)

2.5 (2)

6.3 (5)

10.1 (8)

48.1 (38)

0 (0)

0 (0)

0 (0)

11.4 (9)

0 (0)

0 (0)

1.3 (1)

20.2 (16)

* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

Mann Whitney U test;
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0.46

χ2b
1.66

Sig
0.65

5.90

0.21

4.76

0.19

6.66

0.04**

11.4 (9)
12.6 (10)
27.8 (22)
12.6 (10)
15.2 (12)

0 (0)

b

0.74(639)

12.6 (10)
12.6 (10)
17.7 (14)
32.9 (26)

0 (0)

a

Sig
0.95

51.9 (41)
27.8 (22)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing student
Registered
Nursing student

Z (u)a
0.06(731)

Kruskall Wallis Test

Statistical analysis question 3, activity: Shower or Bathe a patient
Nursing
Activity
Gender

Always
(n) %
Male
Female

Sometimes
(n) %

20.2 (16)
49.4 (39)

Rarely
(n) %

16.4 (13)
12.6 (10)

Never
(n) %

1.3 (1)
0 (0)

40.5 (32)
29.1 (23)

25.3 (20)
3.8 (3)

1.3 (1)
0 (0)

10.1 (8)
13.9 (11)
12.6 (10)
30.4 (24)

3.8 (3)
2.5 (2)
8.9 (7)
12.6 (10)

12.6 (10)
6.7 (6)
20.2 (16)
10.1 (8)
19 (15)

0 (0)
1.3 (1)
0 (0)
0 (0)

0 (0)
6.3 (5)
11.4 (9)
6.3 (5)
5.1 (4)

0 (0)
0 (0)
1.3 (1)
0 (0)
0 (0)
0 (0)

0 (0)

35.4 (28)

15.2 (12)

1.3 (1)

0 (0)

19 (15)

8.9 (7)

0 (0)

0 (0)

6.3 (5)

5.1 (4)

0 (0)

0 (0)

43 (34)

22.8 (18)

1.3 (1)

0 (0)

8.9 (7)

2.5 (2)

0 (0)

0 (0)

0 (0)

0 (0)

* The frequencies that do not add up to the total N have missing data;

3.8 (3)
Mann Whitney U test;
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b

Kruskall Wallis Test

χ2b
1.25

Sig
0.74

7.45

0.11

3.83

0.28

2.39

0.3

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

0 (0)

a

0.10

0 (0)
0 (0)
0 (0)
0 (0)

8.9 (7)

17.7 (14)

2.54(494)
0 (0)
0 (0)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing student
Registered
Nursing student

Sig
0.10

0 (0)
0 (0)

Employer
Agency
Hospital

Z (u)a
2.50 (537)

Statistical analysis question 3, activity: Blood Glucose Monitoring
Nursing
Activity
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

Rarely
(n) %

20.2 (16)
49.4 (39)

16.4 (13)
12.6 (10)

1.3 (1)
0 (0)

Never
(n) %

13.9 (11)
12.6 (10)

27.8 (22)
11.4 (9)

15.2 (12)
5.1 (4)

Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing student
Registered
Nursing student

2.5 (2)
2.5 (2)
5.1 (4)
15.2 (12)

5.1 (4)
6.7 (6)
5.1 (4)
19 (15)

1.3 (1)
2.5 (2)
6.3 (5)
6.7 (6)
8.9 (7)

5.1 (4)
5.1 (4)
12.6 (10)
6.7 (6)
8.9 (7)

3.8 (3)
3.8 (3)
6.7 (6)
5.1 (4)

3.8 (3)
3.8 (3)
8.9 (7)
0 (0)
3.8 (3)

1.3 (1)

0 (0)

10.1 (8)

19 (15)

13.9 (11)

8.9 (7)

6.3 (5)

12.6 (10)

3.8 (3)

5.1 (4)

3.8 (3)

6.3 (5)

1.3 (1)

0 (0)

16.4 (13)

29.1 (23)

13.9 (11)

6.7 (6)

5.1 (4)

2.5 (2)

1.3 (1)

2.5 (2)

6.7 (6)

5.1 (4)

3.8 (3)

* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

Mann Whitney U test;
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b

χ2b
5.53

Sig
0.14

8.17

0.45

8.20

0.04**

0.58

0.75

2.5 (2)
2.5 (2)
5.1 (4)
1.3 (1)
2.5 (2)

1.3 (1)

a

0.15

2.5 (2)
3.8 (3)
3.8 (3)
3.8 (3)

6.3 (5)

5.1 (4)

1.45(556)
10.1 (8)
3.8 (3)

Age*
<25
25-30
>30-35
>35

Sig
0.10

0 (0)
0 (0)

Employer
Agency
Hospital

Z (u)a
0.79(582)

Kruskall Wallis Test

Statistical analysis question 3, activity: Record urine output on Fluid Balance Chart
Nursing
Activity
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

Rarely
(n) %

10.1 (8)
25.3 (20)

22.8 (18)
25.3 (20)

3.8 (3)
8.9 (7)

Never
(n) %

22.8 (18)
12.6 (10)

31.6 (25)
16.4 (13)

10.1 (8)
2.5 (2)

5.1 (4)
6.3 (5)
8.9 (7)
13.9 (11)
3.8 (3)
3.8 (3)
8.9 (7)
6.7 (6)
11.4 (9)

6.3 (5)
8.9 (7)
10.1 (8)
20.2 (16)
6.7 (6)
8.9 (7)
15.2 (12)
6.3 (5)
10.1 (8)

2.5 (2)
1.3 (1)
2.5 (2)
6.3 (5)
0 (0)
1.3 (1)
6.3 (5)
2.5 (2)
2.5 (2)
1.3 (1)

0 (0)

15.2 (12)

25.3 (20)

8.9 (7)

2.5 (2)

11.4 (9)

15.2 (12)

1.3 (1)

0 (0)

2.5 (2)

6.3 (5)

1.3 (1)

1.3 (1)

31.6 (25)

10.1 (8)

2.5 (2)

5.1 (4)

1.3 (1)

1.3 (1)

11.4 (9)

1.3 (1)

0 (0)

8.9 (7)

* The frequencies that do not add up to the total N have missing data;

a

Mann Whitney U test;
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b

χ2b
0.76

Sig
0.86

3.67

0.45

5.59

0.13

1.11

0.58

1.3 (1)
0 (0)
2.5 (2)
0 (0)
0 (0)

1.3 (1)

3.8 (3)

0.52

0 (0)
1.3 (1)
0 (0)
2.5 (2)

6.3 (5)

22.8 (18)

0.64(632)
2.5 (2)
1.3 (1)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing student
Registered
Nursing student

Sig
0.48

1.3 (1)
2.5 (2)

Employer
Agency
Hospital

Z (u)a
0.70(672)

Kruskall Wallis Test

Statistical analysis question 3, activity: Starting Intravenous (IV) lines
Nursing
Activity
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

Rarely
(n) %

Never
(n) %

1.3 (1)
3.8 (3)

2.5 (2)
0 (0)

2.5 (2)
1.3 (1)

31.6 (25)
57 (45)

Employer
Agency
Hospital

2.5 (2)
2.5 (2)

2.5 (2)
0 (0)

2.5 (2)
1.3 (1)

0 (0)
1.3 (1)
1.3 (1)
2.5 (2)

1.3 (1)
0 (0)
1.3 (1)
0 (0)

0 (0)
0 (0)
1.3 (1)
2.5 (2)
1.3 (1)

0 (0)
1.3 (1)
1.3 (1)
0 (0)
0 (0)

0 (0)
1.3 (1)
1.3 (1)
1.3 (1)
1.3 (1)
0 (0)
1.3 (1)
1.3 (1)
0 (0)
0 (0)

6.3 (5)

1.3 (1)

1.3 (1)

1.3 (1)

48.1 (38)

0 (0)

1.3 (1)

2.5 (2)

24.1 (19)

1.3 (1)

0 (0)

0 (0)

10.1 (8)

3.8 (3)

2.5 (2)

2.5 (2)

58.2 (46)

1.3 (1)

0 (0)

0 (0)

10.1 (8)

0 (0)

0 (0)

1.3 (1)

20.2 (16)

* The frequencies that do not add up to the total N have missing data;

Mann Whitney U test;

308

χ2b
0.93

Sig
0.82

2.58

0.63

3.19

0.36

0.76

0.68

11.4 (9)
12.6 (10)
29.1 (23)
12.6 (10)
22.8 (18)

0 (0)

b

0.95

12.6 (10)
15.2 (12)
17.7 (14)
39.2 (31)

2.5 (2)

a

0.07(685)
59.5 (47)
29.1 (23)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing
student
Registered
Nursing
student

Z
(u)a
Sig
1.06(677) 0.29

Kruskall Wallis Test

Statistical analysis question 3, activity: Mobilise patient from bed to chair
Nursing
Activity
Gender
Male
Female

Always
(n) %

Sometimes
(n) %

Rarely
(n) %

25.3 (20)
41.8 (33)

11.4 (9)
19 (15)

1.3 (1)
1.3 (1)

Never
(n) %

39.2 (31)
27.8 (22)

26.6 (21)
3.8 (3)

1.3 (1)
1.3 (1)

10.1 (8)
10.1 (8)
17.7 (14)
25.3 (20)

3.8 (3)
6.7 (6)
3.8 (3)
15.2 (12)

6.7 (6)
8.9 (7)
19 (15)
13.9 (11)
17.7 (14)

5.1 (4)
5.1 (4)
11.4 (9)
2.5 (2)
6.3 (5)

0 (0)
0 (0)
0 (0)
2.5 (2)
0 (0)
0 (0)
2.5 (2)
0 (0)
0 (0)
0 (0)

0 (0)

34.2 (27)

16.4 (13)

1.3 (1)

0 (0)

17.7 (14)

8.9 (7)

1.3 (1)

0 (0)

8.9 (7)

2.5 (2)

0 (0)

0 (0)

43 (34)

22.8 (18)

1.3 (1)

0 (0)

6.3 (5)

5.1 (4)

0 (0)

0 (0)

2.5 (2)

1.3 (1)

0 (0)

* The frequencies that do not add up to the total N have missing data;

Mann Whitney U test;
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b

Kruskall Wallis Test

χ2b
3.67

Sig
0.3

3.87

0.43

0.77

0.86

2.02

0.36

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

2.5 (2)

a

0.3

0 (0)
0 (0)
0 (0)
0 (0)

6.3 (5)

17.7 (14)

2.18(685)
0 (0)
0 (0)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing student
Registered
Nursing student

Sig
0.92

0 (0)
0 (0)

Employer
Agency
Hospital

Z (u)a
0.01(727)

Statistical analysis question 3, activity: Perform and record patients' observations
Nursing
Activity
Gender

Always
(n) %
Male
Female

20.2 (16)
20.2 (16)

Sometimes
(n) %
12.6 (10)
31.6 (25)

Rarely Never
(n) % (n) %
3.8 (3) 1.3 (1)
8.9 (7) 1.3 (1)

Employer
Agency
Hospital

32.9 (26)
6.7 (6)

24.1 (19)
20.2 (16)

6.3 (5)
8.9 (7)
10.1 (8)
12.6 (10)

5.1 (4)
6.3 (5)
10.1 (8)
21.5 (17)

5.1 (4)
2.5 (2)
13.9 (11)
10.1 (8)
8.9 (7)

2.5 (2)
1.3 (1)
1.3 (1)
6.7 (6)

6.3 (5)
11.4 (9)
11.4 (9)
6.3 (5)
8.9 (7)

1.3 (1)
0 (0)
5.1 (4)
0 (0)
6.3 (5)

19 (15)

22.8 (18)

8.9 (7) 1.3 (1)

12.6 (10)

13.9 (11)

1.3 (1) 0 (0)

3.8 (3)

5.1 (4)

4.38

0.36

2.32

0.51

0.89

0.64

1.3 (1) 1.3 (1)

24.1 (19)

11.4 (9) 1.3 (1)

6.3 (5)

2.5 (2)

1.3 (1) 1.3 (1)

3.8 (3)

17.7 (14)

310

Sig
0.4

1.3 (1) 0 (0)

30.4 (24)

Mann Whitney U test;

χ2b
2.92

0 (0)
0 (0)
2.5 (2)
0 (0)
0 (0)

2.5 (2)

a

0.08

0 (0)
1.3 (1)
0 (0)
1.3 (1)

5.1 (4)

* The frequencies that do not add up to the total N have missing data;

1.76(535)
8.9 (7) 1.3 (1)
3.8 (3) 1.3 (1)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled Nursing
student
Registered
Nursing student

Z (u)
Sig
1.54(595) 0.12

0 (0) 0 (0)
b

Kruskall Wallis Test

Statistical analysis question 3, activity: Cutting or trimming of nails
Nursing
Activity
Gender

Always
(n) %
Male
Female

Sometimes
(n) %

0 (0)
5.1 (4)

5.1 (4)
3.8 (3)

Rarely
(n) %
10.1 (8)
10.1 (8)

Never
(n) %

1.3 (1)
3.8 (3)

6.3 (5)
2.5 (2)

16.4 (13)
3.8 (3)

0 (0)
1.3 (1)
0 (0)
3.8 (3)

0 (0)
2.5 (2)
1.3 (1)
5.1 (4)

0 (0)
0 (0)
1.3 (1)
2.5 (2)
1.3 (1)

0 (0)
2.5 (2)
3.8 (3)
2.5 (2)
0 (0)

2.5 (2)
2.5 (2)
8.9 (7)
6.3 (5)
1.3 (1)
1.3 (1)
8.9 (7)
1.3 (1)
6.7 (6)
1.3 (1)

6.3 (5)

1.3 (1)

3.8 (3)

12.6 (10)

34.2 (27)

1.3 (1)

3.8 (3)

3.8 (3)

19 (15)

2.5 (2)

0 (0)

2.5 (2)

6.3 (5)

3.8 (3)

6.3 (5)

16.4 (13)

40.5 (32)

1.3 (1)

0 (0)

0 (0)

10.1 (8)

0 (0)

2.5 (2)

3.8 (3)

15.2 (12)

Mann Whitney U test;
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b

χ2b
2.20

Sig
0.53

4.00

0.41

0.84

0.84

2.28

0.32

11.4 (9)
10.1 (8)
19 (15)
10.1 (8)
15.2 (12)

1.3 (1)

a

0.95

11.4 (9)
11.4 (9)
11.4 (9)
27.8 (22)

0 (0)

* The frequencies that do not add up to the total N have missing data;

0.06(684)
43 (34)
22.8 (18)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing
student
Registered
Nursing
student

Sig
0.56

22.8 (18)
43 (34)

Employer
Agency
Hospital

Z (u)a
0.59(686)

Kruskall Wallis Test

Statistical analysis question 3, activity: Assisting patient to toilet
Nursing
Activity
Gender

Always
(n) %
Male
Female

Sometimes
(n) %

29.1 (23)
55.7 (44)

Rarely
(n) %

8.9 (7)
6.3 (5)

Never
(n) %

0 (0)
0 (0)

57 (45)
27.8 (22)

10.1 (8)
5.1 (4)

0 (0)
0 (0)

* The frequencies that do not add up to the total N have missing data;

3.8 (3)
2.5 (2)
0 (0)
8.9 (7)
0 (0)
2.5 (2)
8.9 (7)
2.5 (2)
1.3 (1)

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

0 (0)

8.9 (7)

0 (0)

0 (0)

2.5 (2)

0 (0)

0 (0)

2.5 (2)

0 (0)

0 (0)

0 (0)

0 (0)

1.3 (1)

0 (0)

0 (0)
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0 (0)
b

Sig
0.18

6.02

0.2

1.08

0.78

0.55

8.9 (7)

Mann Whitney U test;

χ2b
4.83

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

1.18

a

0.97

0 (0)
0 (0)
0 (0)
0 (0)

1.3 (1)

5.1 (4)

0.03(687)
0 (0)
0 (0)

Age*
<25
10.1 (8)
25-30
15.2 (12)
>30-35
21.5 (17)
>35
34.2 (27)
Years working as an AIN
0-6 months
12.6 (10)
>6-12 months
11.4 (9)
>1-2 years
24.1 (19)
>3-5 years
13.9 (11)
>5 years
22.8 (18)
Highest level of education*
High School
6.7 (6)
Vocational
Education
Certificate or
Diploma
43 (34)
Undergraduate
qualification
25.3 (20)
Postgraduate
qualification
8.9 (7)
Studying to be a Nurse
Not studying
58.2 (46)
Enrolled Nursing
student
10.1 (8)
Registered
Nursing
student
16.4 (13)

Sig
0.12

0 (0)
0 (0)

Employer
Agency
Hospital

Z (u)a
1.57(638)

Kruskall Wallis Test

0 (0)

Statistical analysis question 3, activity: Escort a patient from Operating Theatre back to the ward
Nursing
Activity
Gender

Always
(n) %
Male
Female

Sometimes
(n) %

6.7 (6)
3.8 (3)

Rarely
(n) %

8.9 (7)
6.7 (6)

6.7 (6)
10.1 (8)

Never
(n) %

10.1 (8)
1.3 (1)

15.2 (12)
1.3 (1)

10.1 (8)
6.7 (6)

2.37(487)

0.02*

χ2b
6.84

Sig
0.08

6.28

0.18

7.08

0.07

31.6 (25)
22.8 (18)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled Nursing
student
Registered
Nursing student

Sig
0.01*

13.9 (11)
40.5 (32)

Employer
Agency
Hospital

Z (u)a
2.70(492)

2.5 (2)
1.3 (1)
3.8 (3)
3.8 (3)

0 (0)
6.3 (5)
5.1 (4)
3.8 (3)

1.3 (1)
2.5 (2)
6.3 (5)
6.7 (6)

10.1 (8)
6.7 (6)
6.3 (5)
27.8 (22)

1.3 (1)
2.5 (2)
3.8 (3)
2.5 (2)
1.3 (1)

0 (0)
2.5 (2)
6.7 (6)
2.5 (2)
3.8 (3)

1.3 (1)
1.3 (1)
10.1 (8)
2.5 (2)
2.5 (2)

10.1 (8)
6.7 (6)
11.4 (9)
8.9 (7)
16.4 (13)

1.3 (1)

1.3 (1)

1.3 (1)

5.1 (4)

5.1 (4)

6.7 (6)

6.3 (5)

32.9 (26)

5.1 (4)

6.7 (6)

6.3 (5)

8.9 (7)

0 (0)

0 (0)

3.8 (3)

6.7 (6)
1.93

8.9 (7)

15.2 (12)

8.9 (7)

34.2 (27)

0 (0)

0 (0)

5.1 (4)

6.3 (5)

2.5 (2)

1.3 (1)

3.8 (3)

13.9 (11)

* The frequencies that do not add up to the total N have missing data;

a

Mann Whitney U test;
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b

Kruskall Wallis Test

0.38

Statistical analysis question 3, activity: Answer call bells
Nursing
Activity
Gender

Always
(n) %
Male
Female

17.7 (14)
35.4 (28)

Sometimes
(n) %
16.4 (13)
22.8 (18)

Rarely
(n) %
3.8 (3)
2.5 (2)

Never
(n) %

36.7 (29)
16.4 (13)

25.3 (20)
13.9 (11)

3.8 (3)
2.5 (2)

6.3 (5)
6.7 (6)
8.9 (7)
26.6 (21)
3.8 (3)
2.5 (2)
16.4 (13)
12.6 (10)
17.7 (14)

6.7 (6)
8.9 (7)
10.1 (8)
12.6 (10)
6.3 (5)
6.7 (6)
15.2 (12)
3.8 (3)
6.3 (5)

0 (0)
0 (0)
2.5 (2)
3.8 (3)
1.3 (1)
3.8 (3)
1.3 (1)
0 (0)
0 (0)

0.72

χ2b
2.20

Sig
0.53

16.70

0.01**

4.64

0.20

8.29

0.16*

0 (0)
1.3 (1)
0 (0)
0 (0)
1.3 (1)
0 (0)
0 (0)
0 (0)
0 (0)

6.7 (6)

1.3 (1)

0 (0)

0 (0)

27.8 (22)

21.5 (17)

2.5 (2)

0 (0)

13.9 (11)

10.1 (8)

2.5 (2)

1.3 (1)

3.8 (3)

6.3 (5)

1.3 (1)

0 (0)

41.8 (33)

21.5 (17)

2.5 (2)

1.3 (1)

6.3 (5)

5.1 (4)

0 (0)

0 (0)

5.1 (4)

12.6 (10)

3.8 (3)

0 (0)
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0.35(660)
1.3 (1)
0 (0)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing student
Registered
Nursing student

Sig
0.34

0 (0)
1.3 (1)

Employer
Agency
Hospital

Z (u)a
0.94(652)

Statistical analysis question 3, activity: Medication Preparation
Nursing
Activity
Gender

Always
(n) %
Male
Female

Sometimes
(n) %

1.3 (1)
0 (0)

0 (0)
1.3 (1)

Rarely
(n) %

Never
(n) %

2.5 (2)
0 (0)

34.2 (27)
62 (48)

Employer
Agency
Hospital

1.3 (1)
0 (0)

1.3 (1)
0 (0)

2.5 (2)
0 (0)

0 (0)
0 (0)
0 (0)
1.3 (1)

0 (0)
0 (0)
0 (0)
1.3 (1)

0 (0)
0 (0)
0 (0)
0 (0)
1.3 (1)

0 (0)
0 (0)
0 (0)
1.3 (1)
0 (0)

0 (0)
0 (0)
0 (0)
2.5 (2)
0 (0)
1.3 (1)
0 (0)
1.3 (1)
0 (0)
0 (0)

8.9 (7)

1.3 (1)

0 (0)

1.3 (1)

49.4 (39)

0 (0)

1.3 (1)

1.3 (1)

25.3 (20)

0 (0)

0 (0)

0 (0)

11.4 (9)

1.3 (1)

1.3 (1)

2.5 (2)

62 (48)

0 (0)

0 (0)

0 (0)

11.4 (9)

0 (0)

0 (0)

21.5 (17)

* The frequencies that do not add up to the total N have missing data;

Mann Whitney U test;
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b

0.15

χ2b
5.14

Sig
0.16

5.02

0.29

1.56

0.67

2.04

0.36

12.6 (10)
12.6 (10)
32.9 (26)
13.9 (11)
22.8 (18)

0 (0)

a

1.43(637)

13.9 (11)
17.7 (14)
21.5 (17)
38 (30)

0 (0)

0 (0)

Sig
0.12

62 (48)
32.9 (26)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing student
Registered
Nursing student

Z (u)a
1.54(677)

Kruskall Wallis Test

Statistical analysis question 3, activity: Medication Administration
Nursing
Activity

Always
(n) %

Sometimes
(n) %

Rarely
(n) %

Never
(n) %

Gender
Male
Female

0 (0)
0 (0)

1.3 (1)
0 (0)

5.1 (4)
2.5 (2)

0 (0)
0 (0)

1.3 (1)
0 (0)

6.3 (5)
1.3 (1)

0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
1.3 (1)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
1.3 (1)
0 (0)
0 (0)

1.3 (1)
2.5 (2)
1.3 (1)
2.5 (2)
1.3 (1)
1.3 (1)
5.1 (4)
0 (0)
0 (0)
0 (0)

8.9 (7)

0 (0)

1.3 (1)

0 (0)

50.6 (40)

0 (0)

0 (0)

5.1 (4)

22.8 (18)

0 (0)

0 (0)

2.5 (2)

8.9 (7)

0 (0)

1.3 (1)

6.3 (5)

59.5 (47)

0 (0)

0 (0)

0 (0)

11.4 (9)

1.3 (1)

20.2 (16)

* The frequencies that do not add up to the total N have missing data;

0 (0)
Mann Whitney U test;
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b

1.10(637)

0.27

χ2b
3.32

Sig
0.34

6.56

0.16

6.72

0.08

1.46

0.48

11.4 (9)
12.6 (10)
26.6 (21)
16.4 (13)
24.1 (19)

0 (0)

a

0.06

12.6 (10)
13.9 (11)
20.2 (16)
40.5 (32)

0 (0)

0 (0)

1.92(641)

59.5 (47)
31.6 (25)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing
student
Registered
Nursing
student

Sig

31.6 (25)
59.5 (47)

Employer
Agency
Hospital

Z (u)a

Kruskall Wallis Test

Statistical analysis question 3, activity: Complete pre-operative shaves
Nursing
Activity
Gender

Always
(n) %
Male
Female

Sometimes
(n) %

2.5 (2)
3.8 (3)

6.3 (5)
6.3 (5)

Rarely
(n) %
11.4 (9)
15.2 (12)

Never
(n) %

5.1 (4)
1.3 (1)

11.4 (9)
1.3 (1)

20.2 (16)
6.3 (5)

1.3 (1)
0 (0)
1.3 (1)
3.8 (3)

0 (0)
3.8 (3)
6.3 (5)
2.5 (2)

0 (0)
1.3 (1)
1.3 (1)
2.5 (2)
1.3 (1)

1.3 (1)
2.5 (2)
5.1 (4)
0 (0)
3.8 (3)

2.5 (2)
6.3 (5)
5.1 (4)
12.6 (10)
1.3 (1)
3.8 (3)
8.9 (7)
5.1 (4)
6.7 (6)
2.5 (2)

6.3 (5)

2.5 (2)

6.3 (5)

16.4 (13)

26.6 (21)

3.8 (3)

3.8 (3)

3.8 (3)

16.4 (13)

0 (0)

2.5 (2)

3.8 (3)

5.1 (4)

5.1 (4)

12.6 (10)

20.2 (16)

29.1 (23)

0 (0)

0 (0)

5.1 (4)

6.3 (5)

0 (0)

1.3 (1)

19 (15)

* The frequencies that do not add up to the total N have missing data;
** significant difference at KW level

Mann Whitney U test;
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b

χ2b
3.48

Sig
0.32

3.11

0.54

1.53

0.67

9.65

0.008**

10.1 (8)
6.3 (5)
17.7 (14)
8.9 (7)
11.4 (9)

0 (0)

a

0.20

10.1 (8)
6.7 (6)
8.9 (7)
24.1 (19)

0 (0)

1.3 (1)

2.37(484)
30.4 (24)
24.1 (19)

Age*
<25
25-30
>30-35
>35
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing student
Registered
Nursing student

Sig
0.29

17.7 (14)
36.7 (29)

Employer
Agency
Hospital

Z (u)a
1.07(640)

Kruskall Wallis Test

Statistical analysis question 3, activity: Bed making
Nursing
Activity
Bed making
Gender

Always
(n) %

Male
Female

Sometimes
(n) %

25.3 (20)
53.2 (42)

Rarely
(n) %

12.6 (10)
8.9 (7)

0 (0)
0 (0)

Never
(n) %

48.1 (38)
30.4 (24)

19 (15)
2.5 (2)

0 (0)
0 (0)

12.6 (10)
12.6 (10)
19 (15)
30.4 (24)

1.3 (1)
5.1 (4)
2.5 (2)
12.6 (10)

0 (0)
0 (0)
0 (0)
0 (0)

48.1 (38)
30.4 (24)

19 (15)
2.5 (2)

0 (0)
0 (0)

0 (0)
1.3 (1)
10.1 (8)
3.8 (3)
6.3 (5)

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

6.7 (6)

1.3 (1)

0 (0)

0 (0)

38 (30)

13.9 (11)

0 (0)

0 (0)

24.1 (19)

3.8 (3)

0 (0)

0 (0)

8.9 (7)

2.5 (2)

0 (0)

0 (0)

50.6 (40)

16.4 (13)

0 (0)

0 (0)

10.1 (8)

1.3 (1)

0 (0)

0 (0)

17.7 (14)

3.8 (3)

0 (0)

0 (0)

a

Mann Whitney U test;
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b

Kruskall Wallis Test

2.08(547)

0.14

χ2b
3.45

Sig
0.33

5.28

0.26

5.27

0.26

1.69

0.64

1.00

0.61

0 (0)
0 (0)

12.6 (10)
12.6 (10)
22.8 (18)
12.6 (10)
17.7 (14)

* The frequencies that do not add up to the total N have missing data;

0.10

0 (0)
0 (0)
0 (0)
0 (0)

Employer
Agency
Hospital
Years working as an AIN
0-6 months
>6-12 months
>1-2 years
>3-5 years
>5 years
Highest level of education*
High School
Vocational
Education
Certificate or
Diploma
Undergraduate
qualification
Postgraduate
qualification
Studying to be a Nurse
Not studying
Enrolled
Nursing
student
Registered
Nursing
student

1.99(595)

0 (0)
0 (0)

Age*
<25
25-30
>30-35
>35

Sig

0 (0)
0 (0)

Employer
Agency
Hospital

Z (u)a

Appendix 12a RN Semi-structured interview
questions
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Semi structured interview questions: RN
Tell me a little bit about your experience of working as an RN with the AIN at SCGH.
What is the role of the AIN at your hospital?
What nursing activities is the AIN allowed to do at SCGH?
What does delegation mean to you as an RN?
When you ask an AIN to do something what is your responsibility as the RN?
What do you think the AIN needs to think about when you ask them to do something?
How do you work out if you can ask the AIN to complete a task or not?
Before you delegate an activity to the AIN what goes through your mind/what do you consider?
The patient and their condition?
Whether you have worked with the AIN before?
The knowledge and skills of the AIN? Whether
the AIN is also a student RN?
If yes, please explain
If no, please explain
If the AIN has already been asked to do work by someone else that may prevent them
from completing all tasks?
Do you delegate differently to different AINS?
Can you explain the difference between your delegation patterns for the following
groups of AINs:
The AIN who is embedded into the ward – these are the AINs who work
either full time or part time at SCGH on specific wards
The AIN employed by SCGH who works in the casual pool
The AIN employed by NurseWest
The AIN employed by an agency such as MediServe or Choice One
AINs abilities and skills
In the survey data that were collected in this research some RNs reported delegating activities
such as cutting or trimming patient nails, pre-op shaves and escorting a patient back from
theatre. Can you shed light on why some RNs would have delegated these activities?
Think of a situation when you delegated an activity and it was not completed as you would
have expected
How did you manage this situation?
How did this experience impact on your future delegation decisions to ask an AIN to do something?

320

321

Appendix 12b AIN Semi-structured interview
questions
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Semi structured interview questions: AIN
Tell me a little bit about yourself and your work as an AIN.

How do you know what work you have to do when you come on to a shift?
How do you plan what you need to do for the day?
For your patient and the care that you need to provide?
To ensure you have a meal break.
Handover from the RN
Explain the hand over you receive from the RN?
What does delegation mean to you as an AIN?
What do you think an RN is responsible for when he/she asks you to do something?
What do you think you are responsible for when an RN asks you to do something?
Who do you need to communicate too?
What about your documentation requirements?
What if you don’t have the skills to complete an activity?
What do you think about when an RN asks you to do something?
Do RNs check with you that you are willing to undertake a task or activity they asked
you to do?
What goes through your mind when you say yes?
What goes through your mind when you say no?
Think about a time when you wanted to say no to an RN when you were asked to do
something but couldn’t. Why did you feel you couldn’t say no?
What type of work does the RN ask you to do?
Can you describe a situation when more than one nurse has asked you to do something and
you don’t have enough time to complete all the tasks?
How do you prioritise the care for your patient if you are asked to complete more than
one activity at a time by different staff?
How do you feel when you need to report to multiple nurses?
Please explain the support that the RN provides you with when you are on shift.
Who else supports you to do your role?
In the surveys nearly 75% of AINs stated that they knew what their scope of practice was. How
do you know what you are allowed to do?
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What do you do if you have been asked to do something that you know as an AIN you
are not allowed to do?
How do you manage the situation?
Do your experience and qualifications influence the decisions you make when accepting tasks
or activities…For example if I asked you to do an ECG would your experience of being
a student nurse impact on your decision?
being an experienced AIN have on your decision making?
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Appendix 13a RN Themes
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Figure 4.5 RN themes and subthemes identified from the data.
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Appendix 13b AIN Themes
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Figure 4.6 AIN themes and subthemes identified from the data
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